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EXECUTI VE SUMVARY

The  National Vaccine  Program Office,  inplementing
recommendations of the Congressionally appointed National Vaccine
Advisory Committee, asked The George Washington University, Center
for Health Policy Research to review federal |aws pertaining to
i rmuni zation of children and adults in the civilian sector (wth
the exception of the National Vaccine Conpensation Act) and assess
ways in which their federal admnistration mght be inproved. This
request grew out of the NvAc’s 1992 report on barriers to access to
| muni zations and out of efforts by nunerous federal agencies to
devel op an Interagency Action Plan

This Conpendiumreviews nore than 50 federal laws affectin
the provision of inmmunization to children and adults in the Unite
State. The laws reviewed here fall into five nmajor categories:
regul atory, financi ng, service dellvery, case-flndln? and
demonstrations. It nmakes reconmendations of ways in which federa
admnistration of these programs can be inproved and strengthened.
Key findings and recommendati ons are sunmarized in Part One.
| ndividual s chapters on the laws reviewed are found in Part Two.

Chi ef anong these recommendations are those made for the
Heal th Care Financing Admnistration (the federal agency which
adm ni sters Medicaid) the United States Public Health Service
(whi ch adm ni sters numerous preﬁrans provi ding subsidized vaccine
services to |ow income and nedically underserved persons), the
Agency for Children and Famlies (which admnisters Aid to Famlies
wth Dependent Children) and the Departnent of Agriculture (which
adm ni sters the Supplemental Food Prograns for men, Infants and
Children). Together these progranms form the bulk of the federa
government's immunization activities. Inportant recomendations
are also made for the Departnent of Labor, the Internal Revenue
Service, and the Ofice of Personnel Mnagement, which oversees
private insurance for both private sector enployees and federal
enpl oyees.

_ Medicaid: Current federal admnistration of the Medicaid
I muni zation requirement for children can be strengthened in four
specific areas: delineation of explicit coverage and frequency
standards; delineation of what constitutes reasonable reinbursement
standards; prohibitions against diverting vaccines neant for use by
uninsured children and adults as a subsidy to state programs in
lieu of discounted payment for vaccines; and conprehensive contract
and quality of care standards for nanaged care plans.

Public Health Service: PHS should assure that its discount
purchasing program now securely in place for only one of the PHS
vaccine programs, covers all vaccines purchased for public
admnistration by any agency or program within the PHS as well as
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by Medicaid and Medicare. This neans extending the federal vaccine
contracts to all federally purchased vaccines and establishing
statew de distribution systens for all public payers.

~ WC and AFDC: A major initiative is needed to assure that all
children and adults receiving WC or AFDC receive conprehensive
patient education about the inportance of immnizations and
assi stance in obtaining services. Federal standards to pronote co-
| ocation of services whenever possible are needed.

oPM: The O fice of Personnel Managenent shoul d undertake a
conprehensive review of all contracts with insurers to determne
whet her they offer conprehensive coverage for vaccine services.
Vacci ne coverage inprovements should be made a high priority as OPM
reviews insurance plans annually.
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EXECUTI VE  SUMVARY

The  National Vaccine  Program Ofice,  inplementing
recommendations of the Congressional appoi nted National Vaccine
Advisory Commttee, asked The Ceorge Washington University, Center
for Health Policy Research to review federal |aws pertaining to
I muni zation of children and adults in the civilian sector (wth
the exception of the National Vaccine Conpensation Act) and assess
ways in which their federal admnistration mght be inproved. This
request grew out of the Nvac’s 1992 report on barriers to access to
I muni zations and out of efforts by nunerous federal agencies to
devel op an Interagency Action Plan

This Conpendi umreviews nore than 50 federal |aws affectin
the provision of imunization to children and adults in the Unite
State. The |laws reviewed here fall into five major categories:
- reqgul atory, financi ng, service dellvery, case-flndln? and
denonstrations. It nmakes recomendations of ways in which federa
adm ni stration of these progranms can be inproved and strengthened.
Key findings and reconmendations are summarized in Part One.
| ndi vi dual s. chapters on the laws reviewed are found in Part Two.

Chi ef anong these reconmendations are those nade for the
Heal th Care Financing Adm nistration (the federal agency which
adm ni sters Medi cai d) the United States Public Health Service
(which adm nisters nunerous prﬁﬁrans provi ding subsidized vaccine
services to |ow incone and nedically underserved persons), the
Agency for Children and Families (which admnisters Ald to Famlies
wth Dependent Children) and the Department of Agriculture (which
adm nisters the Supplenmental Food Prograns for Wnen, Infants and
Children). Together these programs form the bulk of the federa
government's immunization activities. Inportant reconmendations
are also made for the Department of Labor, the Internal Revenue
Service, and the Ofice of Personnel Mnagement, which oversees
private insurance for both private sector enployees and federal
enpl oyees.

_ Medicaid: Current federal administration of the Medicaid
i mmuni zation requirenent for children can be strengthened in four
specific areas: delineation of explicit coverage and frequenc

standards; delineation of what constitutes reasonable reinbursenmen

standards; prohibitions against diverting vaccines meant for use by
uni nsured children and adults as a subsidy to state programs in
lieu of discounted paynent for vaccines; and conprehensive contract
and quality of care standards for nanaged care plans.

Public Health Service: PHS should assure that its discount
purchasing program now securely in place for only one of the PHS
vaccine prograns, covers all vaccines purchased for public
admnistration by any agency or program within the PHS as well as




by Medicaid and Medicare. This neans extending the federal vaccine
contracts to all federally purchased vaccines and establishing
statewi de distribution systems for all public payers.

WC and AFDC A major initiative is needed to assure that al
children and adults receiving WC or AFDC receive conprehensive
patient education about the inportance of inmunizations and
assi stance in obtaining services. Federal standards to pronote co-
| ocation of services whenever possible are needed.

pM: The OFfice of Personnel Management shoul d undertake a
conprehensive review of all contracts with insurers to determne
whet her they offer conprehensive coverage for vaccine services.
Vacci ne coverage inprovenents should be nmade a high priority as OPM
reviews insurance plans annually.



OVERVI EW

| mmuni zation is a window into the soul of federal health |aw,
policy, and practice. As with all other health care in the United
States, there is no basic legal right to inmmunization; indeed,
I mmuni zation services are funded and delivered through the sane
shaky private and governmental patchwork that is responsible for
health care in this country generally. Health professionals,
policy makers and famlies consider inmmnizations vital for
children and an essential safeguard for the entire American
popul ation. Yet in an era of advances in medicine beyond anything
considered possible even a generation ago, only between 70 and 80
percent of all Anerican two-year-olds are fully immnized against
chil dhood disease. In some of the nation's largest cities, that
number dips to 40 percent.

No health service deserves greater federal policy attention
and scrutiny than inmunizations. Over the past decade the nation
has wtnessed a significant erosion in the inmmunization status of
Its youngest and nost vul nerable children.! Erodi ng chil dhood
I muni zation |evels have had major inplications for the health of
children and for the cost of health care. Asthe National Vaccine
Advisory Conmmittee stated in a 1991 report to theSecretary,? the

price of the measles epidemc that swept the nation between 1989

' Freeman, Phyllis and Johnson, Kay "Health Challenge for the
States: Achieving the Full Benefit of Childhood Immunizations"
University of Massachusetts, Law Center, 1992.

2 National Vaccine Advisory Commttee. (April 22, 1992).
Access to Childhood |mmunizationS: Recommendations and Stratesies
for Action. Dept. of Health and Human Services, Washington, D.C




and 1991 has been enornous. Not only were there nore than 27,000
cases of neasles and scores of child deaths reported, but the
nation also spent billions of dollars it could ill afford. Each
preventabl e case of measles serves as a testanent to potential |ost
opportunities at the federal Ievel to shape and direct the Anerican
health system in order to pronote the health and well being of the
popul ati on.

In searching for the reasons that explain these statistics it
Is natural to assess the performance of federal prograns and to
| ook for ways to strengthen them  This Conpendium prepared for
the National Vaccine Program O fice and the Congressionally
mandated National Vaccine Advisory Conmttee, provides detailed
information on 58 separate federal laws that finance, provide, and
identify children and adults in need of, immunizations.?® It
anal yzes federal agency inmmunization policies and guidance
pertaining to these laws and nakes a nunber of reconmendations to
I nprove federal prograns and practices.

Some of the laws analyzed in this Conpendium nay appear to
have little or nothing to do wth inmunizations. However, these
| aws, such as the Internal Revenue Code and the Enployee Retirenent
Income and Security Act (ERISA), formthe legal |inchpins of the
Anerican health care system Indeed, they play a mpjor role in

determ ning the scope and quality of private health insurance

> Pursuant to instructions fromthe NVPO, this conmpendi um does
not address the inpact of the National Vaccine Conpensation Act or
federal laws pertaining to immunization services for active or
retired nmenbers of the mlitary and their dependents
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coverage. At a tinme when the cost of imunizing a child against
prevent abl e di sease approaches $500 health insurance coverage for
I nruni zations can nake a critical difference in children's timely
access to services. This is particularly true since young American
famlies wth children -- who are nost likely to have young
children -- have the |owest incones of all American families.*

As they do with other forms of health care in the United
States, federal laws have a considerable inpact on the
availability, affordability and accessibility of inmunization
services. Federal |aw can assure a steady supply of |ow cost
vacci ne. It can fund progranms and services in nedically
underserved comunities that have insufficient sources of prinary
heal th servi ces. It can hel p devel op innovative case-finding
efforts to identify children and adults in need of imunizations.
The governnent exercises this influence through statutes,
regulations, interpretive guidance and program adm nistration.

Federal inmmunization law, |ike federal other federal health
|aws, atop the nodern American health care system nmuch |ike the
apex of a pyram d. National health policy derives much of its
structure from the shape and scope of private sector prograns and
activities. An additional, powerful factor are the state and |ocal
laws that regulate the practice of health care and its financing.
But federal law plays a significant role in determning where and

how health care is practiced, and its quality and affordability.

¢ difford Johnson, Andrew Sum and Janes D. weill, Vani shing
Dreans: The Economic Pliaht of America's Youns Famlies (Children's
Def ense Fund, Washington, D.C., 1992).
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Federal tax and regulatory law create incentives to insure
fam|ies. Federal |aw also establishes prograns to fill sone of
the gaps left by the private insurance system Federal |aws
setting qualification standards for health care institutions
heavily influence how the quality of health care is judged.

| mruni zations reflect this interplay between federal |[aw,
state laws, and private practice. Several federal statutes such as
Medi care and Medicaid directly finance imrunization services for
persons who otherw se mght be conpletely uninsured privately.
G her federal laws, such as the comunity health centers program
and the Title V Maternal and Child Health Services Block G ant,
provide funds to establish and support progranms that furnish
subsi di zed health care, including immunizations, to |low income and
medi cal |y underserved children and adults. Nunmerous other |aws,
such as Ald to Famlies with Dependent Children (AFDC), the
Suppl emental Food Program for Wmen, Infants and Children (WO,
and Head Start, provide natural opportunities for identifying
children and famlies in need of inmunizations.

In admnistering federal prograns, agencies nust be able to
take into account changing clinical standards and conmunity health
needs and continuously revise programs to keep them current and
responsive. In addition, the conplex set of relationships between
federal law, state law, and "privately ordered® health care
arrangenents dictates that federal health laws be witten broadly,
wi th considerable inplenentation discretion vested in federal
agenci es.



For exanple, the Medicaid statute does not list each specific
vaccine that state Medicaid agencies nust provide to children. It
would be far too cunbersone to have to re-enact the statute each
time a new vaccine is added to the recommended chil dhood
I muni zation schedul e. Instead, the law itself sinply requires
states to pay for all nedically necessary childhood inmmunizations.
The Secretary of Health and Human Services has both the general and
specific authority (and the duty) to establish, oversee, and
enforce nore specific conpliance standards. This is done through
agency regulations and interpretive guidance.

The degree to which federal agencies elect to make use of
their admnistrative powers varies greatly and depends on nany
factors. Some of the npbst inportant are the degree of prescription
contained in each federal law, the degree of direct federal
intervention and control contenplated by Congress, the body of
federal /private and federal/state relationships, traditions and
practices on which each federal law rests, and the extent to which
any federal law is perceived as retaining a role for significant
governnental direction at the state and community |evel. It is
also fair to say that federal agency action reflects the genera
phi | osophy of federal governance held by a particular President and
key Admnistration officials.

One woul d expect nore rigorous federal standards and oversight
in the case of directly federally admnistered prograns (such as
comunity health centers, famly planning, or Head Start) than in

the case of federal grant-in-aid supplenents to state health agency
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activities (such as the Preventive Health Services Block Grant)s.
Simlarly, one would anticipate far greater federal prescription in
the case of federal programs involving mandated federal spending
on a large scale (such as Medicaid) or in the case of federa
initiatives to deal with very specific problens. Less federa
prescription mght be anticipated in the case of prograns designed
as general funding supplenents to ongoing state-based activities
(e.g., the Title V Maternal and Child Health Services Block Gant).
But even where federal statutes appear to contenplate relatively
nodest direct federal regulation, the highly interconnected nature
of the health care system demands that federal agency health
policies be clear, conprehensive, and well coordinated

Al'though it is possible to assess each federal programin this
Conpendi um by itself, it is inportant to step back and consider the
total inpact of all of the programs reviewed here. Federal |aws and
prograns affect each other. For exanple, federal |aws pertaining
to private health care financing and insurance help determne how
well the nation's public inmmunization system functions. Good
private coverage for inmunizations hel ps pronbte access to services
from private sector providers, thereby 'reducing the nunber of
children and adults who depend on the subsidized services of an
al ready overburdened public sector. Thus, even federal agencies
that deal only with the private health sector have a potential role
to play in inproving the performance of public inmmunization
progr ans.



The laws and prograns which are described in greater detail in
Part Two of this Conpendium are listed on Tables 1 and 2 of this
Overview. They can be divided into five basic groups:
1. laws that govern or regulate private insurance and the
activities of private health care providers;
2. laws that finance health care though nmandated third
party payment arrangenments (i.e., public health insurance
for elderly and disabled persons, poor children and
famlies, and federal agency workers);
3. laws that directly finance inmmunization services,
particularly in low income and nedically underserved
comunities wth [imted access to privately financed and
privately delivered inmunization services;
4. laws that support progranms which can help identify
persons (particularly children) in need of immunizations;
and
5. federal denonstration prograns that test new ways to
improve the availability of immunizations and the

I nuni zation status of children.

Each individual chapter in Part Two of this Conpendi um
describes a particular program or related cluster of prograns and
identifies opportunities available to federal agencies to inprove
and strengthen irmmunization program performance.  This Overview
summari zes these programspecific recomendations. It also offers

a greater discussion of recommendations for several federal



programs -- Medicaid, WC, AFDC, and health service prograns
adm nistered by the United States Public Health Service -- that
play a particularly significant role in determning the scope and

quality of the nation's inmunization effort.

PROGRAM  RECOMMVENDATI ONS

In Ceneral: Tables 3 through 7 summarize our princi pal

recormendations  for  individual f ederal progranms. These
recomrendations are displayed in accordance with the broad
categories set out above. Many of these recommendations pertain to
ways in which federal agencies admnistering financing, health
service and case-finding prograns can strengthen inter-program
rel ationships. For exanple, there are nunerous recommendations for
Inproving the relationship between Medicaid (the |argest source of
public funding for inmmunizations for |ow incone children and
adults) and prograns adm nistered by the Public Health Service
because of the nodest grant appropriations they receive, these
prograns depend to a great degree on Medicaid funding to help pay
for the cost of furnishing care to their patients, virtually all of
whom are poor.

Simlarly, federal agencies admnistering health service
programs need to expand and clarify their standards for |inkage and
referral arrangements between federally assisted service prograns
and case-finding programs such as child care, Head Start, child
wel fare services, public assistance and WC. An exanple is
i ncreased federal guidance to state agencies receiving Title V MCH



Services Block Gant funding regarding mnimm required |inkages
between Title V prograns and | ocal AFDC wel fare offices.  These
arrangenments maght include stationing health educators or nursing
staff in local welfare offices to conduct on-site health education
and outreach, assigning individual patient case nmanagers for
particularly high risk famlies in need of inmmunizations and other
health care, and training AFDC case workers on how to determ ne
famlies' need for immunization assistance and provide referral
assi stance.

Many of the reconmendations contained in this Conpendium are
predicated on the belief that within current [aw, federal agencies
have considerable flexibility to exert additional influence over
the size and shape of both public and private sector inmunization
activities. Agencies such as the Ofice of Personnel Managenent
(opM), the Departnent of Labor (DCOL), and the Internal Revenue
Service(lIRS) potentially can help reduce the burden on publicly
funded inmuni zation programs through active efforts to pronote
broader irmunization coverage wthin private insurance. Neither
the I RS nor the Departnent of Labor nay have either the |egal
authority to require conprehensive immunization coverage by
enpl oyers as an ERI SA performance or Internal Revenue Code
compliance matter (although it is not clear that these agencies do
not in fact possess considerable authority to establish m ninmum
coverage standards: they just never have done so). Moreover, while
the O fice of Personnel Managenent nmay not have the power to

prescribe mninum i muni zation coverage standards for all plans



that wish'to contract with the federal government, jts bargaining
clout is considerable. DCL and the IRS could do nmuch with
enpl oyers to actively encourage conprehensive inmmunization
coverage. And OPM does use its considerable bargaining position
(it is, after all, an $11 billion purchaser of health care) to
pronote certain types of health plan coverage.

Wiile there are alnost |imtless possible recommendations for
strengthening the multitude of federal programs that affect
i muni zations in one way or another, several federal prograns stand
far above all others and deserve particularly careful attention.
These prograns are of paranount inportance to the nation's |ow
i ncome and nedically underserved children and famlies, who are the
most at risk for inadequate imrunization. Indeed, the recent
neasl es epideni c underscores the relationship between poverty,
nedi cal underservice, and preventable disease.

Medi caid: The first programis Medicaid. In 1990 the program
reached one out of nearly every four children under age 6. That
nunber is expected to grow, as childhood poverty remains elevated
and Medi caid coverage of all children under age 6 with famly
i ncones under 133 percent of the federal poverty level reaches full
I npl ement ati on.

The Medicaid statute requires that all states cover all
medi cal |y necessary childhood imunizations as part of their Early
and Periodic Screening D agnosis and Treatnent (EPSDT) prograns.

States nust also, as part of EPSDT, assure that children receiving
using EPSDT services receive tinely treatment. The statute vests
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the Health Care Financing Admnistration wth w de-ranging
authority to issue conprehensive Medicaid immunization standards
and enforce state conpliance with these standards. However, as
discussed at greater length in the Mdicaid chapter in Part Two,
HCFA’s rules and guidance are notable for their anmbiguity and
I nconpl et eness. As a result, many states' EPSDT inmmunizations
prograns are inadequate.

The weaknesses of federal Medicaid policies fall into severa
distinct categories. First, there are neither conprehensive
regulations nor interpretive guidance specifying the anount,
duration and scope of required state immunization coverage. Many
states are not covering all nmedically necessary childhood
I nmmuni zations, even though the statute is absolutely clear in its
requirement that they do so as a condition of federal financia
participation. Moreover, there is virtually no guidance on
recomended irmmunization coverage standards for adults, including
pregnant women for whom inmmunizations arguably constitute a
required, pregnancy-related service.

Second, despite the fact that the statute requires reasonable
payment levels for all pediatric services, there are neither
federal rules nor guidance on mninum reasonable state paynent
standards for vaccines and their admnistration. Nor, conversely,
are there requirements for states to institute cost efficient
di scount purchasing arrangenents and vaccine replacenent prograns
to assure that vaccines are obtained at the |owest possible price

and distributed in the nost efficient fashion to participating
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providers.

Thus, even where states' coverage standards are apparently
sufficient, many do not reinmburse sufficiently for inmmunization
services. In some cases, reinbursenent levels are well below the
cost of the vaccine alone. In others, the cost of acquiring the
vaccine may be covered, but virtually no paynent is made for
adm ni stration. These serious funding problems persist, wthout
any HCFA gui dance regarding reasonabl e inmunization paynent |evels,
even though the federal statute contains strong reinbursenent
requirenents for pediatric services under Medicaid

Third, the lack of clear HCFA policy neans that sone states
may be largely avoiding their vaccine paynent responsibilities
al t oget her . It appears that rather than devel opi ng di scounted
purchasing arrangenments for the vaccines their providers need, sone
state Medicaid prograns instead are diverting CDC provided vaccines
meant for use by health providers serving uninsured |ow incone
uninsured children and adults. \Wen Medicaid agencies (which by
| aw must cover and pay for vaccines), consune the free supplies
intended for the uninsured poor, this severely linmts state health
agencies' ability to reach many of their nost vulnerable Medicaid-
ineligible populations such as undocunmented individuals and
famlies and high risk children and adults ineligible for nedica
assi stance.

Arguably in states with universal, free inmunization prograns,
Medicaid is exenpt from paynent for inmmunizations. But fewer than

ten states maintain universal systens under which inmmunizations are
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furnished free of charge to all famlies regardless of their income
or insurance status. Mst states use incone-related fee schedul es
to deternmine famlies' eligibility for reduced cost inmmunizations
and bill insurers when available. In these states, Medicaid is not
exenpt from payment.

Consunption by Medicaid prograns of free vaccines neant for
the uninsured is a short-sighted approach to public inmunization
policy. But this practice also arguably violates the statute.
Medicaid requires states to pay for immunizations. The use of free
federal vaccine supplies by state Medicaid programs in |ieu of
discount purchasing arrangenents neans that scarce Public Health
Service are being used to subsidize state Medicaid prograns and
suppl ant inmmuni zation funds that states are obligated to provide.

Finally is the challenge posed by nmanaged care. Despite the
enornmous growth of Medicaid nmanaged care arrangenents and the need
for clear quality and performance standards, HCFA has issued no
conprehensive contract and quality of care performance rules in the
area of inmunizations. This is a matter of gravest concern as
states increasingly privatize their Medicaid prograns through
broad-ranging contracts with nanaged care plans.

At |east one mmjor urban nmeasles epidem c among young children
al ready has been traced to the non-provision of inmmunization
services by Medicaid HMOs.’ There is evidence that state Medicaid

managed care contracts fail to spell out express inmunization

_ 5 Schlenker, T. & Fessler, K
Wsconsin Mdical Journal, 8s, 403-4
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duties and coverage requirements on the part of plans; at |east
sone states appear to permt plans to refer children el sewhere for
I mmuni zation services rather than imunizing themon-site, even
t hough inmmunizations are incidental to routine office visits and
even though plans are being paid to provide conprehensive care.®

Medi caid managed care also has major inplications for
I muni zation services offered by state and local health agencies.
The growmth in Medicaid, acconpanied by declining real-dollar
public grant levels, nmeans that many state and |ocal health
agenci es now depend on Medicaid revenues to support many of their
essential commnity health services. Medi cai d managed care nay
change this. It is unclear whether either agency -- the Public
Heal th Service or HCFA -- has carefully considered the inplications
of this change.

In managed care arrangenents, patients (in this case, Medicaid
patients) are required to receive all care and services through a
single provider system Care and services not furnished or
authorized by the patient's nanaged care plan are no |onger
reimbursed by Medicaid, at least to the extent that the care sought
falls into one of the categories of services covered under the
managed care plan contract. \Wile commnity health centers, public
health agencies, Head Start programs, and other key providers of

I mmuni zation services have relied on Medicaid to help pay for the

 The information about Medicaid managed care contracts cones
from study of managed care contracts now being conducted by the
Children's Defense Fund. Final results are expected in early 1993.
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cost of serving low inconme children, this funding may stop unless
they are under contract to nanaged care plans. But there is at
| east anecdotal evidence that some plans are failing to provide
I mmuni zations and themrefusing to pay health agencies for the care
they furnish to plan patients.

ldeally, managed care can lead to greater access to
conprehensive care for Medicaid children. Heal t h agencies that
have spent tine providing imunizations and other nedical care to
Medi caid patients should be able to start furnishing other
services. But this evolution depends on the degree to which managed
care achieves its goals. HCFA and the Public Health Service need to
jointly devel op performance standards for managed care that include
monitoring for systematic patterns of out-of-plan care, wth
adj ustments in the managed care contract where such problens occur
and payment for out-of-plan services arising from these systematic
probl ens.

Public Health Service programs and public vaccCine supply: The

Public Health Service oversees the relative handful of prograns
that provide subsidized inmunization and health services to. |ow
incone and uninsured children and famlies. These programs also
serve many Medicaid eligible children who face a severe primry
health services. The principal programs are community and m grant
health centers, the Title V Maternal and Child Health Services
Block Gant, the Preventive Health Services Block Gant, the

Preventive Projects Gants program and prograns offered by the
I ndian Heal th Service.



PHS- adm ni stered service programs all receive at |east some of
their necessary vaccine supply from state health agencies who use
state and local funds (as well as funds from the Preventive Health
Services Block grant) to purchase vaccine on a volune discount
basis. In addition, through its Preventive Projects Program CDC
mai ntains bul k purchase contracts for nost vaccines wth vaccine
manufacturers for the vaccines it purchases directly with its own
funds. Both the Health Resources and Services Adm nistration
(HRSA) and the Indian Health Service are listed in the bul k
contract as potential purchasers. However, the contracts appear to
have an annual fixed naxi mum dosage anounts which are based on a
CDC assunption that generally, federally adm nistered PHS prograns
wi |l receive nost of the vaccines they need fromstate health
agencies. The CDC contract does contain an "optional USe clause"
permtting state health agencies to purchase additional discounted

vaccines. But this clause is optional with the nanufacturers and

can be exercised onlv up to the fixed purchase maximum At | east

one nanufacturer recently refused to sell to a state, despite no
evidence that the ceiling was net and citing only broad "policy"
objections to discounted purchasing.'

Theoretically the conbined state and federal purchases shoul d
cover the needs of state and local health agencies, PpHs-
adm nistered programs, and other comnunity providers serving poor
and uninsured children and adults. But in recent years there
appears to have been a sizable growth in the nunber of persons in

need of subsidized immunization services. Mreover, as noted, at
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| east sonme state Medicaid agencies are using free vaccine for
Medi cai d providers.

As a result, it appears that many state health agencies and
federally funded clinics are running at |east spot shortages of
vaccine for uninsured patients. There al so have been several
instances involving state health 'agencies which, because of
shortages within their own clinic system have refused to supply
health centers and |HS facilities at all on the grounds that, as
federally admnistered programs, they should be able to receive
supplies directly fromthe CDC. In addition, nost public clinics
report major shortages of Hepatitis B vaccine because of its high
cost and lack of funds (a 1991 CDF study of state Medicaid vaccine
programs, cited in Part Two, also found that half did not yet cover
or pay for Hepatitis B vaccine).

Recent federal legislation places on CDC direct responsibility
for assuring that commnity health centers have adequate supplies
of vaccine. Mre inportantly, however, the CDC, other branches of
the Public Health Service, and HCFA, should devel op a universal
purchasing and distribution systemfor all publicly purchased
vacci nes, whether purchased with PHS-funds, Medicaid-funds or state
and | ocal funds. Utimtely this systemcould be extended to
Medi care-covered immunizations as well.

Such a system would entail devel opnent of a single,
consol idated, and enforceable bulk purchase contract with all

manufacturers to cover all publicly purchased vaccines. As part of

their preventive activities, state health agencies could distribute
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their preventive activities, state health agencies could distribute
supplies directly to all participating providers. In this way,
publicly purchased vaccines, |ike publicly purchased prescribed
drugs, would be secured at a uniform discounted price and
distributed in a coordinated fashion to all providers serving |ow
incone and publicly or uninsured children and adults. Moreover, in
sone states, Medicaid agencies actually mght save noney, because
they are now rei nbursing providers at the full retail price when
they purchase vaccines to cover shortages.

WC and AFDC: As two of the largest prograns serving |ow

incone children, WC and AFDC represent inportant inmunization case
finding points. Through co-location of WC and immuni zation
services, immunization nmonitoring and outreach at AFDC and WC
enrol Iment sites, and simlar efforts, many children in need of
I mruni zation and ongoing prinmary health care m ght be assi sted.
Recent W C and AFDC patient education and outreach activities
conducted by the CDC are showing promising results. These early
results should be translated into conprehensive guidance to all

state AFDC, maternal and child health and WC prograns.

Ofice of Personnel MNanagenent: The OPM oversees a health

i nsurance prograns for federal enployees which in Fiscal 1992 cost
the federal governnent approximately $11 billion. Yet there are no
m ni mum st andards on i nmmuni zati on coverage for enployee benefit
plans participating in the federal government system \hile OPM

assumes that nost of its plans do, in fact, cover vaccines, no
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conprehensi ve review has been undertaken to assure that first
dol I ar coverage for inmediately necessary inmunization services is,
in fact, a well publicized feature of all plan offerings. @G ven
the fact that many federal enployees receive only nodest salaries
(not to nmention the federal governnent's interest in assuring
uni versal access to cost-saving vaccines), this review should take

place as soon as possible.
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TABLE 3. RECOMMENDATIONS FOR REGULATORY PROGRAMS

Program

Recomendat i ons

ERI SA

o Joint pHs/ DOL information to firms
offering insured enployer plans regarding
recommended coverage of inmmunizations

o PHS/DOL to gather information on extent
of ERISA insured plan coverage of
reconmended i nmuni zations

| nternal Revenue Code

0 IRS/PHS guidance to all § 501(c)(3)
hospitals regarding community service
I nmuni zation prograns for charitable
exenption purposes

0 IRS/PHS identify hospitals that offer
communi ty i nmmuni zation prograns

o Joint |IRS/PHS project to educate
enpl oyers regardi ng enpl oyee benefit plan
coverage of | nmmunizations

Heal t h Mai ntenance Organi zations

0 Joint PHS/ HCFA plan for nonitoring
FQHMOs’ provi sion of inmunization
services, including content, tineliness
of appointments, and availability of
fast-track prograns

o Joi nt HCFA/ PHS gui dance to FQHMOs on

i muni zation coverage and practice and
col laboration with national accreditation
program to build specific performance
standards into accreditation/quality
control system
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Pr ogram

Recommendat i ons

H 1l Burton

0 PHS guidance to all H Il Burton
facilities regarding provision of
communi ty inmmunization prograns as
unconpensated care/community service
activity.
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TABLE 4. RECOVWENDATI ONS FOR HEALTH CARE FI NANCI NG PROGRAMS
Program Reconmendat i on
Medi cai d O PHS/HCFA/Agriculture collaboration on

gui dance regardi ng conbi ned outstationed

Medi caid enrol Il nent and fast-track .

i nmuni zation progranms at FQHCs, DSH hospital s,
WC sites, and local health agency sites, wth
speci al enphasis placed on FQHC out-stationing
sites that are al so homel ess heal th prograns
and mgrant health centers and WC providers

0 PHS/ HCFA col | aboration on detailed guidance
to states regarding coverage of inmmunizations
for pregnant wonen and children: content,
vacci nation schedule, recommended paynent

| evel s for inmmunizations and adm nistration
fees, bulk purchase arrangenents for state
Medi cai d programns

o HCFA monitoring of state paynent for vaccine
purchase and adm nistration fees as part of
pedi atric reinmbursement nonitoring

0 HCFA/PHS col | aborate on detail ed standards
for all Medicaid nanaged care plans regarding
m ni mum requi red content and format of

i mmuni zation prograns, including fast-track
services, provision of all vaccinations, and
expectations regardi ng pronpt appointments.
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Program

Recomendat i on

Medi caid (cont.)

0 HCFA and PHS col | aborate on community
surveill ance system to nonitor communities
served by nmanaged care plans to identify any
sign of outbreak of disease anong enrolled
patients

0 HCFA/ PHS gui dance on circunstances under

whi ch FFP can be clained for inmunization
programs for children who are tenporarily or
permanent|y residing under color of law.  HCFA
to review possibility for declaring disease
outbreaks in comunities a sufficient health
threat to permt the inmunization of children
who are neither citizens nor tenporary nor
permanent U. S. residents under color of |aw.

0 HCFA/ PHS gui dance to states regarding

Medi caid provider certification for all PHS
funded prograns furnishing inmunization
services and for special provider
certification for Head Start and WC prograns
and Title V

0 HCFA/PHS//ACF gui dance regarding fast-track
I mmuni zation services at local welfare

agencies for famlies enrolled in AFDC, al ong
wth parent education activities funded as a
Medi cai d case managenent or outreach service.

0o HCFA/ PHS and OHDS gui dance to all child
wel fare agenci es regarding standards for
assuring a review of the i1munization status
of children in the child welfare system
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Program

Recomendat i on

Medi car e

o Pronpt HCFA/ PHS eval uation of the influenza
denonstration

0 HCFA/ PHS gui dance to all Medicare HVO
providers regarding standards for provision of
Medi care covered vacci nes.

0 HCFA/ PHS review of current hepatitis B
coverage rules

0 HCFA/PHS to assure that all PHS grantees-are
enrolled as Medicare Part B suppliers at |east
for inmunization services

Feder a

Enpl oyee Health Benefit

Pl an

o PHS/ OPM nonitoring of all FEHBP offerings to
determ ne extent of childhood i munization
cover age

o OPM PHS col |l aboration on effort to assure
that all FEHBP offering include coverage of
chi I dhood i mmuni zati on services
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TABLE s. RECOMMENDATIONS FCOR KEY SERVI CE DELI VERY PROGRANMS

Program

Recommendat i on

Community and M grant

Health Centers

0 HRSA to devel op bul k purchase system for
c¢/MHCs and other directly federally

adm ni stered prograns, wth particular
attention to hepatitis B

0 HRSA/ HCFA review of status of
outstationed enrollnent and all health
centers and devel opnent of joint plan for
i mpl enent ati on

0 Revision of c/MHC performance neasures
to sEeci fically review exi stence of fast-
track vaccination prograns for children
who are not regular patients
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Program

Recommendat i on

Head Start (including Head Start
Transition and Fol | ow Through)

0 PHS/ CHDS/ HCFA gui dance on Medi cai d
provider certification of Head Start
prograns for imunization services and
out-stationed Medicaid enrollnent at all
Head Start sites

0 PHS/OHDS col | aboration to update all
Head Start inmunization guidance to the
extent that it has not yet been conpleted

0 OHDS/ PHS col | aboration to devel op on-
site vaccination services for Head Start
children and siblings using Head Start
nursing staff, Medicaid relnbursenment and
suppl enental vaccine supply for non-

Medi cai d children.

0 HCFA guidance to all state Medicaid
agenci es regardi ng regui red rel ationships
bet ween Head Start and Medi caid managed
care plans enrolling Head Start children,
with particular enphasis on content of

pl ans' inmmuni zation services and fast-
track inmmunization by plans

Preventive Health Project Gants

0 CDC to expand bul k purchasing activities
to include all PHS prograns, WC, Medicare
and Medi cai d.
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Program Reconmendat i on
Preventive Health Project Gants o CDC col | aboration with all federal
(cont.) agenci es conductln% I Muni zation
0

denonstrations on both denonstration
desi gn and eval uation

0 Negotiate new bul k purchase contracts
for all federally assisted inmmunization
activities that also include enforceable
cl auses covering state health agencies
that opt to purchase additional vaccines
at the bulk price

Honel ess Health Care and Public
Housing Health Care

o Cuidance to grantees yegardin% f ast
track imunization services at homel ess
shelters and other appropriate sites.

0 HRSA to assure supply of all needed
vacci nes

| -27




Program

Recomendat i on

Title V MCH Bl ock G ant

0 BMCH to devel op specific program
expectations regarding Title V agency

i npl ementation of statutory inmunization
goal s for states including:

0 assuring sufficient public inmmunization
services in all comunities

o provision of tinely guidance to all
child serving prograns regarding the need
for inmmunizations and where and how to
obtain them

0 devel opment of at |east sone on-site

i mmuni zation capacity at all Head start
agencies, WC sites and child care
centers, along with nobile services to
child care centers, public housing,

honel ess shelters and other appropriate

| ocati ons

0 collection and analysis of inmunization
data from at least all federally assisted
health service prograns and all providers
participating in Medicaid

o0 coll aboration with state Medicaid
agencies on nonitoring the inmunization
perfornmance of managed care progranms

0 assistance to state Medicald agencies in
updati ng vacci nation coverage and paynent
policies

0 collaboration with child welfare
agencies to assure inmunization of
children within the child welfare system
0 assurance that at a mninum all
providers serving |low inconme children have
an adequate supply of all necessary
vacci ne on hand
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Program

Recomendat i on

Preventive Health Services Block G ant

o Supplenent effort of Title V agencies
with additional funds for purchase of
vacci nes, placenment of personnel,
collection of data and notification of
case finding prograns

| ndian Health Service Prograns

0 Devel op system for nnnitorin?
i muni zation status of all children

0 Assure that all IHS funded prograns have
adequat e supply of all vaccines

0 assure that all IHS funded prograns
fully participate in Medicaid and Medicare
and offer on-site enrollnment into Medicaid
at least for pregnant wonmen and children

Native Hawaiian Health

0 Assure that all grantees participate in
Medi care and Medicaid

0 assure adequate supply of vaccines and
that all immunization instructions are up-
t o-date.
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TABLE 6. CASE FI NDI NG PROGRAMS

Program

Recomendat i ons

Nutrition and food

o Notification of all food stanp
aﬂplicants, child care food providers and
child nutrition prograns about
availability of Medicaid for |ow incone
children and coverage of inmmunizations

0 on-site Medicaid enrollment atall WC
sites

0 PHS/HCFA/Agriculture coll aboration to
assure on-site inmunization services at

all WC sites in order to avoid del ayed
referrals with personnel supplenmented (if
necessary) by personnel from ot her
federally assisted programs PHS prograns
(e.g., c/mhc staff and Title V assisted
staff). Medicaid reinbursement for all
covered children, with supplenental
vaccines for uninsured |ow inconme children

Child care

0o HRSA col laboration wth all HHS child
care prograns to assure that state and

| ocal child care agencies are assisted by
state health agencies in |ocating a ready
source of vaccline services
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Program

Recommendat i ons

Child welfare

0 Col laboration with HCFA and PHS on
standards for all child welfare agencies
regardi ng imunization of children in the
child welfare system and in foster care

pl acements.  Specific guidance regarding
assessing child welfare cases for evidence
of i mmunization status.

0 Collaboration with PHS on the

devel opment of nodel on-site inmunization
progranms |ocated in famly support centers
and other crisis prevention prograns
serving famlies with young children

Educati on

0 Collaboration wth PHS and HCFA to
devel op in-school inmmunization prograns
that are Medicaid-qualified and that use
personnel from school health and PHS

adm ni stered prograns.

AFDC and SSI

o Social Security Admnistration to
devel op program gui dance on assessing the
I mruni zation status of applicants and
provision of information on inmunization
servi ces.
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TABLE 7. FEDERAL DEMONSTRATIONS

Recommendations

I _PHS to conduct a meta-evaluation of all current HHS assisted demonstrations

PHS/CDC to collaborate with all federal agencies in designing, administering and
L_evaluating federally-assisted demonstrations involving childhood immunizations.




TABLE 8

HEALTH PROGRAM FUNDI NG FROM FY 1980 TO 1991 AND 1991 ADJUSTED FOR
ACTUAL 1980 DOLLARS*

Program 80 81 82 83 84 85 86 87 88 89 90 91 o91*=*

cHC || 320 | 324 | 281 [ 360 | 351 | 383 [ 396 | 420 | 395 | 415 | 427 | 478 | 544

MHC 43 38 38 42 44 45 44 44 46 47 52 68

40
MCH “ 433 | 455 | 374 | 478 | 399 | 478 | 458 | 497 | 527 | 554 | 554 | 587 | 736
|
25

IMM 24| 28| 27| 31| 42| a5 | 75| 86 |127 [162 | 182 | 42

PBG || 170 | 93 [ 79| 8 | 87 | 89 | 87 | 89 | 85 | 84 83 91 | 289

CHC=Community Health Center Block G ant

MHC=M grant Health Center Block Gant

MCH=Maternal and Child Health Block Gant .

| M=Project Gants for Preventive Health Services (CDC)
PBG=Preventive Health and Health Services Block G ant

*figures rounded to nearest mllion _ _
*##1991 Figures adjusted to reflect 70% inflation rate over 1980 base rate
during this tine period.

Source: Edward Klebe, "Appropriations for Selected Health Prograns, FY 1980-
FY 1991" (Congressional Research Service, Washington, DC, Qctober 24, 1991).
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CONCLUSI ON
There are many health problens whose solution will elude the nation for

many years. How to stop vaccine-preventable diseases is not anong them
Achieving full inmunization of children begins with famlies. But for many
Arerican' famlies there are sizable financial and access barriers that mnust
be overcome if their children are to be imunized. This is where the federa
government can hel p.

Federal agencies admnistering inmunization prograns have nore than
anple authority to inprove and strengthen their policies and practices.
| mredi ate steps can be taken to assure that the price of publicly purchased
vaccine is uniformy low, that providers participating in public prograns
have a ready supply of all the vaccine they need, and that they are fairly
conpensated for the cost of admnistering inmunizations. Long-term actions to
make information about and access to vaccine are also within the reach of
current law. And agencies that oversee programs within the private sector
have a strong bargaining and public education role to play as well.

The stakes are large. Childhood poverty remains at a 20 year high. Mre
than 35 mllion Arericans are uninsured, while nearly 43 nillion Americans
are nedically underserved. Al depend for inmunizations and other essential
health services on a strong federal governnent. |npproving the perfornance of
federal immunization prograns need not await further Congressional action.
The steps outlined here, |ike those in the Interagency Action Plan, can and

must be taken now.



1. I NDI VIDUAL LAWS AND PROGRANMS
A REGULATORY PROGRAMS

1. The Emplovee Retirenment |nconme security Act (ERI SA)

Si xt¥ percent of all American children under age 18, and 70
percent of all working age adults are insured through an enpl oyer
provided health insurance plan. Thus, the degree to which enployer
plans cover  medi caIITy, necessary inmunizations @ may have a
significant inpact on financial access to immunization “services.

Historically, the power to regulate the business of insurance
-- to set standards for sol vency, disclosure and content of
coverage requirements and other features -- has been [eft to the
states. Simlarly, states have traditionally maintained the
authority to tax insurance sales, as they would any other sales
transaction or commodity. States' fornmal role in regulating
insurance is codified in the Mccarran Ferguson Act.

However, in 1974, in response to nunmerous problenms wth
enpl oyer pension and benefit plans, Congress exercised jt
constitutional power to regulate interstate "comerce and enacte
the Enployee Retirenent Income Security Act (ERISA). In doing so,
the federal government in effect "preempted" (i.e., superseded)
states' power to regulate either "enployee benefit pension plans or
en'FI oyer-provided insurance falling into the category of "enployee
welfare benefit plans" as defined under the Act. The preenptive
powers of ERISA arise in two ways: first, a prohibition against
state laws requiring the provision of coverage;, and second, a
preenption of state power to regulate or tax nuch of the health
Insurance that is offered by enployers.

The United States Suprene Court has held that ER SA preenpts
states from mandating that enployers provide health insurance to
their enployees and dependents.' [n preenpting state regul ation of
enpl oyer-provided  health insurance, ERISA establishes two
classifications of insurance: insurance purchased by enployers and
sel f-funded plans.

! Standard O 1 company of California v Assalud 633 F. 2d 760
9th Cir., 1980), affirnmed mem.,454 U S. 801 (1981), hol ding that
the Hawaii Health Care Act was preenpted by ERISA. In 1982 Congress
amended ERISA to provide Hawaii with an exenption fromthis aspect
of the law. As a result, wvirtually all Hawaiians are insured,
either through their enployers of publicly.
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The Court has held that while health insurance purchased by
employers from private conpanies is still subject to state
regul ati on under the McCarran-Ferguson Act, insurance plans that
are "self-funded" (known under the Act as "insured" pl ans)
constitute exenpt "welfare" plans.’

Today 60 percent of all enployers furnishing health insurance
to their enployees self insure, rather than purchase group
coverage. Under a self-insured insured plan, the enployer agrees to
pay enployees' clains as they arise rather than purchasing coverage
and paying claims through premiums.® The value of this arrangenent
to enployers is potentially enormous. It includes sizable savings
through the avoidance of prem um paynents to insurance conpanies
state premumtransaction taxes, and state laws regulating the
content of purchased group insurance plans.

Thus, to the extent that group health coverage is furnished
through a self-insured enployer plan, state laws requiring group
I nsurance coverage of immunizations are inapplicable. Aso
preenpted are state taxation schemes that mght tax group insurance
In order to help insure non-covered persons or provide additiona
health services to needy populations.*

~ The avoidance of state regulation and taxation is consistent
wth one of the chief goals of ERISA, which was to bl ock
conflicting state laws requlating interstate enployee benefits. In
this way, enmployers could be assured of uniform national standards.
However, at the tinme of ERISA’s enactnent, the enphasis was on
pension plans. No_mninum federal qualifying standards were set for
wel fare plans. The United States Departnent of Labor, which
oversees ERISA, has not set mninum standards for the content of
insured health benefit plans, nor does it nmaintain specific

2  Metropolitan Life |lnsurance companvy V_Massachusetts, 471
US 224 (1985), holding that state mandated benefit laws are
preenpted b ERIéA to the extent that they are applied to enployer
sel f-funde (i.e., enployer-insured) plans. health insurance
offered by enployers that are not "insured" plans (i.e., that are
Burphased from an insurance conpany) are stillto be treated as the
usiness of insurance under the McCarran Ferguson Act.

~* Enployers may hire insurance conpanies to act as plan
adm ni strators” and “pp purchase stop-lo0ss or rejnsurance
protection. However, ne|¥her activity converts insured plans into
purchased pl ans.

4 1t should be noted that one state -- Hawaii -- is
sPeC|f|caIIy ermtted under ERISA to tax and regulate self-insured
ans. After the Standard O decision noted above was handed down,
he state sought and obfained an exception from the preenption

clause in 1982.
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ui dance for enployers regarding inclusion of inmunization as a
enefit option.

There is no national source of information regarding the
extent to which "insured" (i.e., exenpt) plans cover necessar
| muni zations.  Special studies of enployer provided healt
I nsurance, however, suggest that less than half of all traditional
I ndemrmi ty plans cover inmmunizaations at all’; and a far |ower
percentage may offer coverage on a first-dollar basis (i.e.,
wi thout the inposition of a deductible).® Enployer-offered HMos are
substantially nore likely to provide immunization coverage than
traditional 1ndemity insurance. However, only about 30 mllion
working age Anmericans have HMO enrol |l nent through their enployers.
Thus, the majority of enployer-insured children are not insured
against the cost of immunizations, despite the substantial
fIrnancial burdens that inmunization paynents can inpose on
families.’

5 Qurtis, R, policy Bulletin: Report on the Emplovyer-
Sponsored Heal th Benefit Plans survey(HIAa, WAshington, D.C,
Cct ober, 1991) |

% ytis also inmportant to underscore how many children in
working famlies |ack any enPI oyer coverage today. Wiile over 80
percent- of children live in famlies in which soneone works, only
60 percent had enployer coverage in 1990. Less than 40 percent of
bl ack and ratino children had enployer coverage that vyear.
Rosenbaum S., et. al., Children and Health Insurance
(Children's Defense Fund, WV&shington, D.C, 1992).

" National Vaccine Advisory Committee, "Access to Childhood
| muni zations: Recommendations and Strategies for Action" (United
States Departnment of Health and Human Services, April, 1992). In
its April report the NVAC concluded that the cost of vaccine alone
exceeded $200 for aconplete inmmunization series for children under
age 2. This figure does not include the cost of adninistration,
whi ch adds significantly to the outlay.
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THE EMPLOYEE RETIREMENT | NCOME SECURI TY ACT (ERI SA)

Program name and statutory
citation

Employee Retirement Income
Security Program (ERISA), 29
USC § 1001, et. seq.

CGeneral program structure

Re?ul atory statute which: (a)
establ i shes m nimum standards
for enployer benefit pension
pl ans and éb) exenpts enpl oyer
pension and enployer benefi
"welfare" ﬁlnc[udlng self-
funded health insruance )
plans from state regulation.

Specific authorizing
provi'si'ons related to
childhood immunizations

No

Authorized appropriations NA
level Fiscal Year 1992

Fiscal 1992 appropriations NA
level

Specific authorized funding NA
earmark for immunizations

Specific appropriations NA

earmark for immunizations

Adm ni stering agency

Departent of Labor

Federal regulations

29 CFR s 2500 et. seq.

Agency gui dance

No




2. Internal Revenue Code

The Internal Revenue Code is the massive body of |aws that
governs tax liability for individuals, corporations, and other
agencies and instrunentalities. The Code specifies transactions and
events that carry tax liability and those that are exenpt from
liability. The Code al so provides for a range of deductions form
incone in determning tax liability.

_ The Code contains many provisions of potential application to
I mmuni zations. For exanple, the Code sets forth the conditions
under which enployer contributions to enployee health insurance are
exenpt form taxation as enpl oyee conpensation and may be taken as
a business deduction. Certain performance requirements are built
into these statutory provisions. For exanple, in order to deduct
health insurance contributions as a business expense, enployers now
must of fer enPonees continued health insurance coverage after
term nati on of employment.®

Nunmerous health reform neasures have been that would tie the
deductibility of enployer paid insurance premuns as a business to
coverage of certain benefits. One proposal specifically would have
condi t'i oned deduct|b|I|t¥ on coverage of well-child services,
including immunizations.” In the absence of such reform
| egislation, however, it is highly unlikely that the IRS could (or
woul d) condition deductibility of mnimum benefit standards. The
RS mght, however, provide enployers with information about the
I nportance of immunization coverage in plans, just as it has
furnished enployers with extensive information about other
provisions of the tax code of inportance to enployees, such as the
earned incone tax credit for |ow wage earners

A nmore fruitful avenue for pursuit may be in the areas of tax
exenpt status. The federal tax code (and nany state tax codes) sets
standards governing when institutions are considered charitable and
therefor exenpt from corporate taxation. Under I RS rulings,
hospitals must be organized for charitable purpose and operate to
fulfill those purposes if they claimtax exenpt status under
Section 501 (C)F3).

8 26 USC §

® Child Health Incentive Reform Program S , introduced
by Senator John Chafee in 1985.
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There have been state and federal |aw suits challenging the
state and federal tax exenpt charitable status of hospitals because
of their failure to furnish sufficient charity care.®

A 1983 federal ruling broadens the grounds for charitable
exenption to include hospitals that offer comrunity health
prograns.” Thus, community health prograns are an issue’in which
the IRS maintains a specific interest. The IRS mght, for exanple,
notify hospitals (particularly those located in in high-risk areas)
that "community inmunization progranms constitute a charitable act
for Section 501i(c)(3) purposes and work with the Public Health
Service to define the types of immunization prograns that neet the
test. )

10 See

, €.
App. 3d 953 (Ct. 1979); Sinon v Easter Kentucky VWelfare Rights
Organization, 426 26 (197%).

1w Rev. Ruling 83-157, 1983-42 |RB 9.
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INTERNAL REVENUE CODE

Program nane and statutory
citation

26 USC s§ 1,

et seq.

CGeneral program structure

Set of federal |aws defining
tax liability, exenptions and
deductions for individuals,

cor porations

agenci es and

and ot her

instrumental ities. Exenptions
and deductions frequently
condi tioned on certain

requirenents.

Specific authorizing No
provisions related childhood

| muni zat 1 ons

Aut horized appropriations NA
| evel Fiscal Year 1992

Fiscal 1992 appropriations NA
| evel

Specific authorized funding NA
earmark for immunizations

Specific appropriations NA

earmark for inmunizations

Adm ni stering agency

| nternal Revenue Service

Federal regulations

26 CFR 8§ 1,

et seq.

Agency gui dance

No
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3. HIll Burton Proaram

~The H Il Burton program was enacted in 1946 as part of
President Truman's national health reform proposals. The Act,
known formally as the Hospital Survey and Construction Act, was
created to finance the devel opnent of hospitals and other
institutional health prograns in areas of need. For many years no
?rants have been available through the program However, al
acilities receiving H Il Burton Funds are required to foll ow
specific requirenents pertaining to the provision of free care and
comunity services.?

The free care provision (also known as the "reasonable volume"
or "unconpensated care" requirenent) obligates institutions to
provide a certain amount of unconpensated care each year for 20
years follow ng the conpletion of the construction or until the
anount of the grant or |loan is repaid.® The "reasonabl e volume"
test us the |lesser of either 3 percent of the facility's operating
cost for the last fiscal year or 10 percent of all federal
assi stance received by the facility, adjusted for inflation
beginning in 1979." The community service obligation requires,
annn% other things, that hospitals nake their services accessible
bgdﬁ e_gnt|re community and requires participation in Mdicare and

Icald. "

In all, from 1947 to 1974 a total of $4.4 billion in grants
and $2 billion loan guarantees were authorized. This neans that
many hospitals are still obligated to furnish unconmpensated care
Moreover, hospitals that cannot denonstrate that they have net
their free care obligation are required to carry over their
obligations into subsequent years, effectively tolling the 20 year
statute of limtations. The potential volume of free care owed by
H 1l Burton hospitals thus is considerable. Since community
i muni zation prograns represent one type of unconpensated service
that could help satisfy hospitals' obligations under the Act, it is
important to identify those hospitals that continue to have free
care obligations and the extent of those obligations.

_ The Health Resources and Services Administration, which
adm nisters the H Il Burton free care program could, in
conjunction with the Centers for Disease Control, develop and
encourage the inplenentation of, community innunization services
initiatives as a nodel for HII Burton facilities.

242 USC s 291; 42 CFR § 124, Subparts F and G
B 42 CFR s 124, Subpart F
w lhid.
1542 CFR s 124, Subpart G
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HILL BURTON

Program nane and statutory Hospital Construction and

citation Survey Act £H|II Burton Act),
42 USC § 29

CGeneral program structure Law that regulates certain

service requirenents for
hospitals constructed wth

federal grants and |oans nade
between 1947 and 1974. A
facilities nust provide a

reasonabl e vol une of
unconpensated care and
community servi ces.

Specific authorizing No
provisions related to

chi | dhood i nmuni zati ons.

Aut horized appropriations None
| evel Fiscal Year 1992

Fiscal 1992 appropriations None
| evel

Specific authorized funding No
earmark for inmunizations

Specific appropriations No

earmark for inmunizations

Adm ni stering agency

Heal th Resources and Services
Adnmi ni stration

Federal regulations

éz CFR § 124, Subparts F and

Agency gui dance

None specific to
| muni zat i ons.
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4, Health Muintenance oOrganization Act

The Federal Heal th Mintenance O ganization Act, Passed by
Congress 1n 1972, authorized the establishnment o heal t h
mai ntenance organi zations and provided grants and loans for their
devel opment.  The Act requires that HMos be offered as a health
I nsurance option to all enployees working at firns of 25 persons or
larger in which health insurance is offered. Currently nore than 30
mlTion Arericans are enrolled in sone form of “managed care
arrangenent, although onIP/ a portion of all managed care nenbers
are enrolled with federally qualified HMOs. HMos al so enroll both
Medi care and Medicaid patients.

Feder al regul ations establish certain mninmm_ benefit
standards that all HMOs nmust neet in order to mamintain their
federal qualification. | mruni zation services for children and
adults are a required HMO service.® The Health Care Financing
Adm nistration, which admnisters the HMO program has issued
general guidance on service requirenments under the Act. According
to HCFA staff, however, there is no specific guidance governing the
content or format of an HMO s chil dhood vaccination program
However, provision of vaccination services constitutes one of the
health service activities nonitored as part of quality assurance
activities.

~Because mMos furnish vaccinations to mllions of privately and
publicly insured patients, the Act and regulations offer federal
agenci és a good opportunity to collaborate on a strengthened
vaccination programfor all sectors of the popul ation. For
exanple, PHS and HCFA mght consider developing formal standards
that' not only govern the content of HMO immunization prograns but
set forth standards regarding "fast track" services, perm ssible
waiting times for appointments and potential collaboration nodels
between HMOs and other key community health providers. Exanples of
such col | aborations woul d be community heal th education programs on
| muni zations and special contracts between the HMos and | ocal
clinics and health agencies to furnish care to menbers' children in
alternative locations (such as Head Start and day care prograns).
HCFA m ght also instruct HMos to maintain added evening and weekend
hours for irmunization services for nmenbers and their famlies, so
that appointnents are easy to get.

42 CFR § 417.101(a) (8) (1991).
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HEALTH MAI NTENANCE ORGANI ZATI ONS

Program nane and statutory
citation

Heal th maint enance
or gani zati ons

General program structure

Statute setting out standards
for the certification of
federally qualified health
mai nt enance  organi zati ons,

i ncluding mninum service
requirements

Specific authorizing Yes -- immunizations are a
provisions related to basic benefit. 42 USC § 300e-
chi | dhood i muni zations L(H (i)

Aut horized appropriations NA

| evel Fiscal Year 1992

Fiscal 1992 appropriations NA

| evel .

Specific authorized funding
earmark for imunizations

| mruni zations are part of the

basic benefit package

Specific appropriations
earmark for 1mmunizations

NA

Adm ni stering agency

Heal th Care Financing
Admi ni stration (HCFA)

Federal regulations

Yes --42 CFR § 417.100;
417.101 (a) (8) (vi)

Program gui dance

Ceneral : two sections of the
HVO nanual issued by HCFA
address imunizations --

qual ity assurance and delivery
of services. No specific
olicy issuance on content of
MO vacci ne program
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B. FINANCING PROGRAMS
5. Medicare

The Medicare program provi des hospital and nedical benefits to
some 33 mllion Arericans who are retired or severely disabled
workers,” as well as to elderly persons who are not insured
workers (such as wonen who have worked at home) but who elect to
enroll in the program ® Additionally, Medicare covers all persons
with end stage renal disease, including several hundred children

The Medicare Part A program (known as H') covers hospital
extended care, and other types of institutional services. Part B
(known as suppl enentary nedical insurance or SM), covers physician
and other nedical and health care services. Among the |ist of
covered Part B benefits are both pneunococcal and hepatitis B
vaccine.?” A federal denonstration is now under way® to determne
the cost effectiveness of Medicare coverage of influenza vaccine
In addition, prepaid health plans participation in the Mdicare
program can offer enrollees benefits not normally covered under the
Phpgr?nlh.Sbne HMos mght cover additional vaccination services in

i s fashion.

7 Medi care coverage for persons with disabilities conmences
no sooner than 24 nonths following the date on which they becone
entitled to SSDI benefits. 42 USC § 1395c (1992).

®  Because these enrollees are not "insured workers", this
means that they nust pay premunms for Part A hospital coverage
whi ch have already been paid by insured workers through the
Medi care payrol | tax.

¥ Federal regulation 42 CFR § 410.63 specifies the conditions
under which individuals are considered at high or intermediate risk
for hepatitis B and coverage of vaccine is therefore permtted.
Hgh risk individuals are ESRD patients, clients of institutions
for the mentally retarded, persons who live in the same househol d
as a hepatitis B carrier, honosexual nen, illicit injectable drug
users, and Pacific Islanders other than residents of Hawaii .
Intermediate risk groups are staff in institutions for the mentally
retarded and cl assroom enpl oyees who work with the retarded,
workers in health care professions who have frequent contact wth
bl ood or blood derived bodily fluids and heterosexually active
persons with nultiple partners. Persons are not considered at high
or internmediate risk, however, if they have been screened and found
to be currently positive for hepatitis B antibodi es.

20 See Section E, infra, which discusses denonstrations.
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- The normal Medicare Part B deductible (now $100 annually) is
waived in the case of pneunococcal and influenza vaccines. It is
not waived for hepatitis vaccines, however

There is little information on Medicare coverage of and
payment for vaccines. Because Medicare reinburses physicians and
other providers who adm nister vaccines, presunably the programis
payi ng for immunizations on a retail basis. There is no readily
available information on Medicare paynent for  vaccine
adm ni stration, although this may be an issue which has arisen as
new paynent methodol ogies for participating physicians have been
devel oped.

~ Particularly inportant issues for the Health Care Financing
Adm nistration, which admnisters Mdicare, would be :

o public education for beneficiaries regarding both
pneunococcal and hepatitis inmunizations,

0 conpletion and analysis of research into the
effectiveness and cost effectiveness of coverage of
i nfluenza vacci ne;

o ongoing review of the appropriateness of current
| mmuni zation coverage standards;

o the devel opnent of detail ed cost and provider
rei nbursenment infornmation about Medicare vaccination
services and how the cost to Medicare conpare with the
public contract price;, and

o the devel opnent of specific standards for nonitoring
the imunization status of managed care enrollees, as
wel| as additional information on the extent to which
Medi care HMos of fer supplemental vaccination coverage as
an added plan benefit.
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In addition, HCFA and the Public Health Service should
consider a joint collaboration to assure that all health services
prograns funded b PHS are participating in Medicare as
I muni zation providers and are being adequately reinbursed for
their services., In the context of Medicare support for inmunization
services furnished by publcily funded providers serving a high
proportion of medicall indigent patients, the reinbursenent
?rl nci pl es and nethodologies simlar to those established for
ederally qualified health centers® potentially would be
appropri ate.

_ Medi care represents the nost inportant source of third party
financing for vaccination services for the elderly. Wthout
Medi care, many clinics may be absorbing the cost of large-scale
efforts to inmunize ol der” persons against pneunococcal pneunonia
and hepatitis. Working with Part B carriers, HCFA might consider
establishing a fast track provider certification system for
ublicly funded health programs that do not normally furnish Part

services but do offer vaccination services for the elderly and
for persons with disabilities.

On a longer term basis statutory issues relating to Medicare
coverage of vaccines are: expanded overage for any nedically
necessary vaccine; and uniform principles for waiving application
of the Part B deductible.

2 Federally qualified health centers are clinics receiving
fundi ng under §§ 329 and 330 of the Public Health Service Act

(community and migrant health centers). Under the Medicare statute,
these clinics receive cost-based rei nbursenent for certain Mdicare
and ©Medi cai d services.
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MVEDI CARE

Program nane and statutory
citation

Medi care, 42 USC § 1395 et.
seq.

Ceneral program structure

Heal th insurance program for
33 mllion retired workers,

di sabl ed workers and all
persons with end stage renal

di sease. Part A (HI? covers
hospital, home health and some
nursing hone care. Part B
(SM) covers PhyS|C|an.and
other forns of out-patient
Services.

Specific authorizing provision
related to chil dhood
| muni zat i ons.

Part B benefits include
pneunococcal vaccine and its
admni stration; and hepatitis
B vaccine and its
admnistration for persons
considered at high or
intermediate risk, as
determned by the Secretary
42 CFR § 410.63. Coverage of

i nfluenza vaccine and its
admnistration may be added
pending the outcome of federal
research 42 USC § 1395x(s)
(10)(A) and (B). Additional
vaccines may be offered by
prepaid health plans under
contract to Medicare as an
added benefit. The $100 annual
deductible is waived for
pneunococcal and influenza
vaccines, but not for
hepatitis vaccinations 42 USC
§ 13951

Aut horized appropriations

Such suns as are necessary

| evel Fiscal Year 1992

Fiscal 1992 appropriations Estimated at approximtely
| evel $50 billion.

Specific authorized funding NA

earmark for inmmunizations

Specific appropriations NA

earmark for inmuni zations
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Adm ni stering agency Health Care Financing
Adm ni stration (HCFA)

Federal regulations 42 CFR §§ 407, 410.10, 410.12
and 410. 63.
Agency gui dance No
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6. Medicaid

- Medicaid is by far the | argest potential source of public
third party financing of inmunization services for children and
oor adults (particularly poor wonen of childbearing age). Yet
Vedi cai d has never reached its full potential in the area of
| muni zations. To understand why, it is necessary toconsider those
%ﬁctors whi ch affect the extent and quality of its perfornmance.
ese are:

a. eligibility-related issues;

b. benefit/coverage issues;, and . _ o ,

c. provider reinbursenent, participation and qualification
| ssues.

Each factor will be reviewed in turn
A Eigibility-Related Issues

~ Medicaid covera?e of persons over age 18 is linited
principally to women of childbearing age who are extremely poor and
receiving AFDC and |ow income pregnant women.? Coverage of poor is
limted to nen who receive SSI benefits on the basis of a
disability, members of two-parent unenployed househol ds, and single
XEBCaCtIng as caretaker relatives for mnor children and receiving

It is with respect to children, however, that Medicaid s role
assumes enornous i nportance.

1. The potential reach of Medicaid eligibility

Medicaid s potential to finance childhood immunization
services cannot be fully appreciated wthout considering the sheer
magni tude of the program As a result of increased chil dhood
poverty during the 1980s® and the legislated Medicaid eligibility

2 Al states cover pregnant wormen with famly incomes bel ow
133 percent of the federal poverty level. Mre than half cover
wonen with famly incomes between 133 and 185 percent of poverty.

_ 3 Between 1979 and 1989 the nunber of poor children
increased by 2.2 mllion from10.4 to 12.6 mllion. This growh
occurred as a result of changing labor and famly patterns,

declining earnings, and the decreased real value of federal and
state financial assistance to the poor. Johnson, C, Mranda, L.,

Shernman, A., and Weill, J., Child Poverty in Arerica (Children's
Def ense Fund, Washington, D.C, 1991)
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expansi ons enacted for' children over the past decade, *the
proportion of American children either wholly or principall

d_eFe_ndent on Medicaid has grown si gnlfl_cantI?/. By 1990, nearly 1
mllion children under age 18 -- approximately 1 in 5 -- recelved
Medicaid. Table 1. Wthout Medicaid the nunber of wuninsured
children, which in 1990 stood at 8.4 mllion, would have surpassed
18 million.®

. Children under age 6, the age group nost in need of
| muni zations, are the nost likely to be OPoor and, consequently,
the nost likely to be eligible for Medicaid.

#  The principal expansions for children are found in the
followng statutes: Deficit Reduction Act of 1984, P.L. 98-369,
§ 2361 [adding coverage of children under age 5 with famly incones
bel ow state AFDC eligibility standards, regardless of famly living
arrangenents]; Omibus Budget Reconciliation Act of 1986, P.L. 99~
509, § 9401 [extending to states the option to cover all pregnant
wonan and children under age 5 with poverty level inconmes]; Omibus
Budget Reconciliation Act of 1987, P.L. 100-203 § 4101 [authorizing
states to cover all infants with famly incones below 185 percent
of the federal povertfl | evel ]; The Medicare Catastrophic Coverage
Act of 1988, P.L. 100-360, § 302 [mandating coverage of all
pregnant women and infants with famly incones at or bel ow 100
percent of the federal poverty |level and with fam |y resources
meeting state standards]; the | bus Budget Reconciliation Act of
1989, P.L. 101-239, § 6401 [mandating coverage of all children
under age 6 with famly incomes at or below 133 percent of the
federal poverty level and with famly resources neeting state
standards|; The Omibus Budget Reconciliation Act of 1990, p.L.
101-508, § 4601 [mandating coverage of all children born after
Sept enber 30, 1983, who have attained age 6 but who have not
attained age 19, with fanmly incomes at or bel ow 100 percent of the
federal poverty level and famiy resources nmeeting state
st andards].

% Rosenbaum S., Hughes D., Harris, P. and . Liu, J. Children
and Health Insurance (Children's Defense Fund, Washington, D.C,
1992) p. 10. Approximately 20 percent of all Medicald-enrolled
children have some other form of Insurance coverage. _Adjusting for
this small nunmber of dually insured children results in ‘an increase
in the nunber of conpletely uninsured children from8.4 mllion to
18.1 mllion in the absence of Medicaid. However, of the 20 percent
of dually insured Medicaid eligible children, only a tiny fraction
have a second form of coverage that includes inmunizations. Mst
oor children with private insurance have extrenely limted
enefits (e.g., hospital coverage only) because of the high cost of
private insurance.
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In 1990, alnost 25 percent of all young children were enrolled in
Medicaid.® Moreover, expanded coverage standards for children at
a time of very high childhood poverty neans that in poorer states,
one third of allwgoung children, and half of all infants, now may
be eligible for di cai d.

2. Medicaid eligibility requirements and options for children

Al states nust extend Medicaid to four principal categories
of children:

o children receiving Ald to Famlies wth Dependent Children
(AFDC)?Z;

o children receiving Supplemental Security Income (ss1);®

o "poverty 1level" infants and children under age 6 (famly
incomes up to 133% of poverty)?

% Recent data fromthe Health Care Financing Adm nistration
suggest that the number nmay be even greater than the 1990 census
data show. In Septenber, 1992, HCFA rﬁgorted that 17 mllion
i ndi vidual s under age 2lwere enrolled in Mdicaid. This nmeans that
apprOX|nateby 14 mllion children under age 18, and sonmewhere
between 6 and 7 mllion children under age 6, were enrolled.

These nunbers represent a 2 mllion increase over the 1990
estimates in the nunmber of enrolled children under age 18, and
perhaps a 1 mllion increase in the nunber of enrolled children
under age 6.

742 USC § 1396a(a) (10) (A) (i) (1991).

3 Ibid. SSI is the federally funded Social Security Act
program for persons with disabilities. 42 USC § 1382 et. "seq.
(1991). It is estimated that nore than a half mllion children
mostly very young, are eligible for SSI as a result of one or nore
i npai rnments severe enough to prevent normal childhood functioning.
In all states but New Hanpshire, Mssouri, Connecticut, Hawaii and
Nebraska, children receiving SSI are automatically entitled to
Medicaid. In a nunber of these "automatic" States, however,
children must separately enroll in Mdicaid in order to obtain it.
In the remaining states, Medicaid coverage is sent with each
monthly SSI check. Since virtually all non-institutionalized
children receiving SSI are |low incone, the Medicaid expansions for
ppvertr_[evel children permt Medicaid coverage of children with
disabilities even if they do not also separately qualify for ssI.

2 | bid.
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o ‘¥poverty level" children born after Septenber, 1983 and
ages 6 to 19 (family income up to 100% of poverty)¥.

~In addition, states may extend 'coverage to certain other
children. The principal optional categories of children are:

o any child under age 21 who is in need of Medicaid, with
financi al eli?ibility standards and net hodol ogi es det erm ned
by the statwe: ¥

0
f

infants wth famly incomes between 133% and 185 % of the
ederal poverty level®;

0 all (or reasonable sub-groupings of) children under 21 with
fam I%_ I nconmes and resources at or bel ow AFDC fi nanci al
eligibility standards® (a reasonable sub-grouping woul d be
children in state-assisted foster care and adoption placenents
or children in medical institutions); and

o “"mecdically needy" children with famly inconmes slightly
higher than AFDC or SSI paynent |evels but inadequate to neet
the cost of necessary nedical care.*

% ]1bid.

8 Section 1902(r)(2) of the Social Security Act authorizes
states to set financial eI|?| bility standards and et hodol ogies for
children (anong others) that are nore generous than those nornmally
used. States are now beginning to use this option to cover nost,
or all, uninsured children, not just those who are uninsured and
very |low income. For exanple, Mnnesota soon will begin coverage of
all children under age 18 with famly incones bel ow 275 percent of
the federal poverty level. Both Texas and Rhode Island are
considering simlar initiatives for children under age 6.
Washi ngton State and Massachusetts al so have made use of this
special flexibility rule to cover additional children.

% 42 USC § 1396a(a) (10) (A) (ii) (1991).
3 42 USC § 1396a(a) (100(A) (ii) (1991).

3_4 42 USC § 1396a(a) (10) (C) (1991). Because these famlies
must incur sizable medical expenses before their eligibility
commences, the nedically needy program has virtually no uti |t?/ for
| ow cost preventive services such as childhood inmmnizations. It is
used principally to help low income individuals and famlies neet
high cost institutional care needs, such as hospital and nursing
home stays.
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_ Table 2 shows that as of July, 1991, 28 states and the
District of Colunbia had elected to establish coverage standards
for infants higher than the m ninum 133% standard now required
under federal |aw

3. Enrolling in Medicaid

Wiile children thus can qualify for Medicaid under a variety
of categories, in nost states, the nunber actually enrolled is only
a small proportion of the nunber actually eligible.® This is
because enrollment is so difficult, requiring conpletion of forms
whi ch are dozens of pages long in some instances and frequently
available in no Ian%uage but English. Enrollnent also may require
multiple visits to local welfare offices.

Anendnments enacted in 1990* require states to provide out-
stationed Medicaid enrollment prograns for all poverty-level
children (i.e., all poor children born after Septenmber 30, 1983 and
under age 19 who are applying for Medicaid). By law, these
programs must be at |ocations other than those used for the receipt
and processing of AFDC applications (i.e., at non-welfare-office
| ocations which nust include federally qualified health centers and
di sproportionate share hospitals).” Mreover, the forms used to
$nroll chgldren at these sites nust be ones other than those used

or AFDC.

This program has great potential tofind poor but non-enrolled
children, if out-stationing is |ocated at all places where poor
young children cone for health care -- local health agencies, WC
clinics, special imunization clinics, health centers, hospital
clinics, and so forth. But while the federal statute gives two
exanpl es of nmandated outstationed enrollnent sites (federally
qualified health centers (rgHcs)®* and disproportionate share

%  Rivera, L. and Rosenbaum S., "Untying Gordion Knots: A
SO State Survely of Inplenentation of the 1990 Medicaid out-
stationed Enrollment Progrant (Presented at the Annual Wnter
I}/S(getzang of the National sociation of Comunity Health Centers,

3 42 USC § 1396a(a) (55), added by § 4604 of the Omi bus
Budget Reconciliation Act of 1990, cited _supra.

3 42 USC § 1396a(a) (55) (A) (1991).

®¥. |bid.

¥ Federally qualified health centers include all federally
funded community and mgrant health centers and health centers for
the honel ess under the Stewart Mckinney Act, as well as entities
that meet the requirements of the community and mgrant health
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hospitals), HCFA guidance limts nandated out-stationed enroll nment
sites to these two providers alone.® Thus, while the federal
out-stationing ?w dance is generally conprehensive, jt permts
states to satisfy the out-stationing |law even if assistance is
offered only at two types of provider l|ocations. |nmunization
clinics, well child programs, WC clinics and other crucial health
care entry points for poor children that are neither FOQHCs nor
di sproportionate share hoslpl tal clinics nay be excluded from a
state's out-stationed enrollnent program

As of Decenber, 1991, of approximately 300 FQHCs surveyed in
all fifty states and the District of Colunbia, only 110 had out-
stationed enrol | nent programs that arguably met mnimum feder al
requirements.* An unknown nunber of hospitals had out-stationed
prograns. And only in a small nunber of states are non-nandat ed
sites included in out-stationed prograns.

4. Medicaid coverage of mgrant children

~ One of the nost vul nerable groups of children is m grant
children. Deeply inpoverished and exposed to a host of unique
heal th problens and threats, these children are in particular need
of good health care. By and large, their receipt of care depends on
access to a small cluster of mgrant health centers |ocated along
the three principal m(rzjrant streans (east, midwest and west).
Because there are only slightly more than 100 such health centers,
fﬁmllesh. Im&y be forced to go weeks and nonths without services for
their children,

_ The Medicaid Program m ght offer sone relief bg su'%ol_yi n
mgrant children with conprehensive health insurance. But Medicai
Poses particularly difficult problenms for mgrant children. Under
ederal law, mgrants can elect to claimresidence either in their
"domicile" state (the state which they consider their permanent
residence) or in any state in which they are either working or

seeki ng employment.¥

centers program but do not receive federal funding. 42 USC
§ 1396a(1) (1991).

9 Medical Assistance Manual, § 2905, et. sea. (Transmttal
No. 71, June 1991.) The guidance does state,~Nowever, that states
na)(/), at their option, use other sjtes in their out-stationin
prograns and receive federal financial participation for the cos
of programs offered at all sites.

4 Rivera, Lourdes and Rosenbaum Sara, Untying Gordi on Knots,
op. CIt.

“2 42 CFR §435.403 (i) (1991).
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~But this right to' coverage is difficult to secure because of

Medi caid's structural conplexity. Their constant mobility from
state to state neans that by the time mgrant famlies have applied
for coverage for their children, they may be ready to nove on,

particularly in states in which delaysS in determning eligibility
are lengthy.® Children with coverage from another state may find
that no provider in the state they are living in wll accept an
out-of -state card even though they are entitled to care under
Medi caid's out of state coverage rules.“

~ Thus al though Medicaid mght offer access to a broad range of
primary health services, it eludes the vast majority of mgrant
children. A 1991 study of barriers to Mdicaid eligibility, for
mgrant famlies found that the nbst constant reasons that children
were denied coverage had to do, not with their lack of eligibility,
but with their famlies' inability to navigate the Medicaid
enrol | ment process.®

~An aggressive program for magrant children mght conbine out-
stationed enrollnent into Medicaid at all mgrant health centers
and other strategically located sites with interstate conpacts
anmong Medi cai d agencies located in key mgrant streamstates to
assure pronpt paynent of out-of-state clains for primary health
care. To date, however, HCFA has not taken steps to assure that

% By law, states have 45 days fromthe time an application is
filed to determne eligibi I_|ta/._ 42 CFR § 435.911(a) (2)(1991). In
many states, the time period is frequently |onger because of a
shortage of workers.

“ Federal regulations require states to pay for medical care
furnished on an out-of-state basis if the services needed are
emer genci es or urge_nt_lg necessary or if it is the general pattern
for individuals eligible for assistance in certain areas to use
services from other states. 42 CFR § 431.52(b). States nust
establish procedures for furnishing nmedical.  services for
individuals present in the state but who are eligible for coverage
under another state plan. 42 CFR § 431.52(c) (1991).

- % National Association of Community Health Centers and
Children's Defense Fund, "Barriers to Medicaid Eligibility for
Batcl enltgsgl)Served by Mgrant Health centers" (NACHC, Washi ngton,

% 1t is worth noting that legislation (HR 1392) introduced
by Congressmen Slattery and waxman in 1991 would grant states the
authority to actually develop fully transportable Medicaid coverage
for mgrant children, so that enrollnent in one state would
automatically constitute enrollnment in all states party to the

agreemant._ In this way, coverage would always be provided on an in-
state basis, thereby elinmnating the need for continuous re-
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all states are in conpliance with the out-stationed service
enrol | ment program particularl ?/ at all mgrant health centers and
other primary health care facilities servi n% mgrants. Nor has it
devel oped nodel interstate conpact prograns for states to adopt to
assure maxi mum Medicaid coverage for mgrant children. Such
conpacts mght assure that Medicaid cards for children under age 6
issued in one state are honored in all states, thereby elimnating
the need for famlies to constantly reapply for coverage.

The conpact arrangenents are authorized under federal
regul ati ons governing Medicai d residency.?

5. Coverage of undocunented children

~In many states there are considerable nunbers of undocunented
children who qualify for Medicaid in all respects except for their
lack of lawful U S. presence (a federal condition of eligibility).
Aliens who are not residi n(};] in the US. "under color of law" cannot
qualify for Medicaid. In these circunstances, federal |aw provides
that otherwise eligible applicants who are undocunented may obtain
coverage for energency care only.® Most alien children can claim
a legal presence, but regulations issued in 1990 by the Secretary
of Health and Human Services are quite restrictive in their
definition of what constitutes [awful status.®

In the context of Medicaid coverage of aliens, "emergencies"
are nedical conditions manifesting thenselves by acute conditions
of sufficient severity that the absence of |mmediate nedical
attention would place patients' health in serious jeopardy.®
Clearly, treatnent of comunicable diseases in adults and children
who are otherwise eligible for Medicaid but undocumented aliens
woul d be considered "energencies". Vaccinations probably would not
be considered energency treatnent, since the service i's furnished
precisely to avoid the onset of an enmergency medical condition.
However, the statute appears to vest sufficient discretion in the
Secretary to establish a less restrictive "coler of law" test, at
| east for children, that would give lawful status to children who
do not otherwise fall into the nore restrictive legal alien

enrol I mnent or out-of-state clains paynment procedures. To date, the
| egi slation has not been considered in either the House or Senate.

42 CFR sec.431.403 et.seq. (1991).

% 42 USC § 1396b(v) (2) (1991).

® 42 CFR § 435.408 (1991). Under the rules, the INS nust be
sPeplflc_aIIy cogni zant of the alien's residence and nust
arfirmatively not contenplate enforcing the alien's departure.

% 1bid. (1991).
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categories. In this way nmore alien children would be entitled to
Medicaid for services to deter the spread of communicable disease,
thereby vesting states with nore financial resources to fight
epi dem cs.

B. Benefit-Related |ssues

States have the option of cov_erinﬁ al | imunization services
for all beneficiaries as a preventive health service. An unknown
nunber do so, and this should be further explored. In the case of
chllﬁren, however, the programs coverage requirenments are far-
reaching.

Medicaid entitles all enrolled persons under age 21 to a
speci al package of conprehensive primary and preventive health
benefits as part of the Early and Periodic Screeni ng and Di agnosis
and Treatment program (EPSDT). Enacted in 1967, EPSDT is a unique
conponent of Medicaid. It is designed to assure that children with
health problems are pronptly .screened, diagnosed and treated
ﬁronptly and that they continue to receive continuous care for
eal th problems which have been uncovered. The purpose of EPSDT is
to prfeven% health conditions or treat them before they becone
significant.

Beginning with the first inplenmenting regulations for EPSDT
two decades ago®, inmunizations have been a mandatory program
component. In 1989, inmmunizations were expressly added to the
statute as a required service.%

_ As is true with all Medicaid services, states' EPSDT
I mmuni zation prograns nust be "sufficient in anmount, duration and
scope to reasonably achieve their purpose".® Anendnments to EPSDT
in 1989 designed to inprove and strengthen the programin a nunber
of key respects®, clarify that states' EPSDI service coverage
rules nust not nerely be "reasonable" but nust assure coverage for
&redi cal |y necessary services, even if nore restrictive coverage
limtations would be reasonable and lawful in the case of adults.®

Al though the |aw was enacted in 1967, no final rules were
promul gated until 1971.

5242 USC § 1396d(r) (1) (1991).

3 42 CFR § 440.230(c) (1991).

A menorandum i ssued in January 1990, by the Children's
Def ense Fund health division details the 1989 EPSDT anendnents.
See, also, State Medicaid Manual, HCFA-Pub. 45-5 § 5350 et seq,
(Transmttal No.3, April, 1990).

5542 USC § 1396d(r) (5) (1991).
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| muni zations are an integral part of each state's periodic
EPSDT screening benefit -- that is, the regularly schedul ed series
of well-child exams that all infants, toddlers and children are
entitled to receive under EPSDT. States' "periodicity" schedul es
(the schedule that determnes at what age children should be
Rgrjodlcally screened and immunized and which thus dictates
dicaid paynent policies for EPSDT periodic screening services)
must neet reasonabl e standards of medical practice.®.

~ HCFA gui dance on states' EPSDT inmmunization coverage is
limted and potentially incomplete.” April, 1990 gui dance issued
after enactnent of the 1989 EPSDT amendnents stated that:

States nust assess whether the child has been inmmunized
agai nst di phtheria, pertussis, tetanus, polio, nmeasles

rubella and munps, and whether booster shots are needed. The
child's immunization record should be available to the
provider. \Wen an updating of an inmunization is nedically
necessary and appropriate, the state nust provide it and
inform the child' s health supervision provider. The state
must provide i munizations as recommended bY the American
Acadeny of Pediatrics (AAP) and/or local health departments.®

_ The guidance nmade no nention of Hepatitis B or Hie,® nor did
it reference cpc’s Advisory Committee on Inmmunization Practices as
a standard. Moreover, while the guidance stated that necessary
i mmuni zations nust be provided, it did not clarify that states have
to pay health care providers furnishin periodic  EPSDT
i muni zations on a stand-alone basis without also furnishing full
EPSDT assessments.®

% 42 USC § 1396d(r) (4) (1991).

_ 7 It appears that by the end of Septenber, 1992, the agency
will formally notify states that, subsequent to its April, 1990

uidance, two new |nmunizations -- HiB and Hepatitis B vaccine,

ave been added to the recommended list of childhood vaccinations
and therefore should be covered as an EPSDT immunization benefit.

However, as of this witing, the issuance has not been sent.
*  Medicaid Manual, op. cit., § 5123.2(B)(April, 1990).

® In Septenmber, 1992, HCFA clarified that both HB and HV
had to be covered. However, no schedules were provided.

% (ne of the nost crucial changes in the 1989 anendments is
nmandat ed coverage of inter-neriodic screens--that is, assessments,
| mmuni zations, diagnosis and treatment required because sonmeone
suspects a health problem These interperiodic EPSDT services nay
be furnished in-between otherw se routinely scheduled perioditC
EPSDT screens. 42 USC s 1396d(r) (1991). Thus, an aggressive
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This policy appears to be at odds with the notion of "fast
track" immunization programs, Wwhich CDC strongly recomrends for
particularly vulnerable populations.

| deal |y, because of the crucial nature of immunizations HCFA
shoul d issue conprehensive quldance setting forth the content and
structure of EPSDT inmunization prograns. The guidance would set
forth the immunization schedule that all states nmust follow in
order to have reasonable programs. It would also describe in detail
the conditions under which imunizations nust be paid for by
Medicaid on either a periodic or "inter-periodic* basis (that is,
I muni zations that are medically necessary and identified as needed
outside of the normal screening process). The guidance woul d detai |
fast-track programs and woul d require coverage of such arrangenents
as part of a nedically appropriate inmunization program It would
al so address in detail standards for supplemental inmunization
services in the case of children who are behind on their schedul ed
| muni zat i ons.

C. Provider Qualification, Participation, and Reimbursenent
1. Provider qualification

_As crucial to Medicaid as service coverage and eligibility is
provider qualification standards. Assuring the ?uallty of health
care for beneficiaries is a basic requirenment of all state Medicaid
programs.® States maintain broad authority to establish reasonable
qualification standards for providers of all covered services
including immnizations. There is no HCFA gui dance regardin
qualification standards for providers of immunization services, an
many state Medicaid agencies may not realize that such standards
are inmportant.

The absence of detailed provider qualification standards is
especial l'y Froblenatlc in the case of nmanaged care plans, which now
enrol|l nearly 10 percent of all Medicaid beneficiaries. Between 60
and 70 percent of all managed care enrollees are children. CDC has
al ready uncovered incidents of serious quality of care problens

with inmmunization accessibility of nmanaged care plans in certain

| nuni zation programto reach all children in a neighborhood may be
billed to Medicaid as an "interperiodic" EPSDT service in the event
that Medicaid enrolled children are immunized, even if these
children are not yet due for a periodic EPSDT exam

Simlar, immunizations upon school entry or entry into Head Start
or child care may be billed as inter-periodic services.

81 42 USC §§ 1396a(a) (19) and (a) (30) (1991).
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cities.® | ndeed, some of the worst measles outbreaks occurred
among children, the vast mpjority of whomwere Medicaid enrolled
and the great majority of whom nmay have been in nmanaged care plans.

~Quality of care reviews of managed care plans' pediatric
services have consistently turned up significant under-imunization
of children.®

2. Provider participation and reinbursenent matters

- The shortage of qualified providers willing to participate in
Medicaid is legendary. In many cases, the shortage results from the
absence of geographically accessible providers. In the urban and
rural communities suffering from absolute provider shortages,
prograns such as health departments and health centers play an
especially critical role. But the far nmore conmon situation,
according to a recent study of nedically underserved persons in the
U.s.,® 1s the unwi|llingness of available providers to treat
Medi caid beneficiaries. Mre than 90 percent of Anerica's 43
mllion nedically underserved persons live in areas which do not
suffer from an absolute shortage of physicians but which have few
physicians willing to treat Medicaid beneficiaries.

It is unlikely that any effort, no matter how aggressive, wll
elimnate the barriers to private physician services that
beneficiaries face. On again-off-again eligihility, | ow
rei mbursement |evels and |ong paynment delays all contributé to the
problem and have resulted in a decline in the proportion of
pediatricians willing to participate in Mdicaid to a significant
(or any) degree. ~But state efforts to reduce barriers to private
physicians are inportant. These efforts nean raising fees and
reducing other payment-related barriers.

62 Liu, Joe and Rosenbaum Sara, Medicaid and Chil dhood
Immunizations:A National Study(Children’s Defense Fund, 1992)p.10.

6 See, e.g., a 1990 review of the Dayton Area Health Plan
(DAHP), a mandatory managed care system in Dayton, Chio. Anmong
children enrolled in Day Med, one of the participating managed care
organi zations, only one third were fully immunized by age two,
according to a review conducted by JCAHO DAHP has been operating
wth specifically granted HCFA waivers for several years, and an
annual external audit is a requirement inposed by HCFA. This
exanpl e nakes clear that little my be done with infornation
gl eaned by these audits.

% Hawkins, Daniel and Rosenbaum Sara, Lives in the Balance:
A National. State and county Profile of /AMErica S Medically

Underserved (National Association of Community Health Centers,
Washington, D.C. 1992).
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Federal [aw requires generally that provider payment |evels be
sufficient to enlist enough providers so that services under the
plan are available to recipients at least to the extent that those
services area available to the general population.® Additionally,
in the case of pediatric services (defined as services furnished by
a pediatrieian, famly Bractltloner : or “péafadrric nurse
practitioner) states nust submt annual documentation showing the
reasonabl eness of their rates.® HCFA guidelines inplenenting these
reporting rules (added to the statute in 1989) do not require
states to provide detailed ﬁor any) information on their
I muni zation purchase and adn1n_stratYon payment policies, even
though admnistration of vaccine comonly is considered an
incidental service furnished as part of a physician service.

. To be considered reasonable, a state's pamnent for
| muni zation services should include reinbursement for the cost of
purchased vaccine and reasonable conpensation for admnistration
Including recall visits when necessary. Because of the high cost of
vacci nes purchased through the "retail® narket, however, this would
prove to be a reIatlveIK expensive approach to state conpliance. A
preferabl e apﬁroach mght be devel opnent of a vaccine replacenent
program which would reduce provider outlay costs and potentially
save state agencies money.

~Under such a program providers would not have to carry
vaccine costs as an account receivable. Vaccines could be purchased
through the CDC contract under a state Medicaid agency/state health
agency agreement®, thereby saving Medicaid agencies considerably
by elimnating nost of the need for physicians to privately
purchase vaccines at "retail" prices. Savings could be invested in
I ncreasing what in nany cases are extrenely depressed vaccine
adm nistration fees (including fees incurred by physicians when
children need a second visit to conplete an inmmunization series).

~ Despite the potential of vaccine replacenment prograns to save
Medi cai d agencies noney and reduce participation barriers by
private physicians, and despite the general provider reinbursenent

requirements, a recent study of state. Medicaid inmunization
prograns revealed that:

o only 20 states had Medicai d vaccine replacement prograns;

% 42 USC § 1396a(a) (30)(a); 42 CFR § 447.204(1991).
% 42 USC § 1396r-7(a) (1991).

7 See the chapter on the public health service act
preventive health project grants program for a further discussion
of state options to establish Medicaid vaccine replacenent
progr ans.
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o states with no replacement program were paying physicians
far less than the cost of purchasing vaccines on a retail
basis and admnistering them Payment shortfalls (i.e., the
difference between a physician's reasonable charge and
Medi cai d rei nbursenent [evels) ranged from $40 to $60, when
t he reasonable charge for |m“run|2|n? a 15-nonth-old was
conpared to actual state reimbursement [evel s. Several states
mai ntai ned reinbursement |evels that were actually [ower than
the cost of the vaccine al one.

0 seventeen states refused to pay for foI_Iqw—uP visits in the
case of children requiring a second visit to conplete an
I mruni zation series.®

As inportant as reinbursement levels for private ?hysi ci ans
are Payments made to public providers, particularly health
departnents and health centers. Even if vaccines are furnished to
these providers free of charge through the CDC contract, they incur
significant adm nistration costs. Special outreach efforts to
| munize children are costly and frequently unconpensated.
Moreover, many public providers run out of free vaccine and nust
suppl enent their stocks on a relatively routine basis.

Al federally qualified health centers are now entitled to
Medi cai d rei nbursenent for the reasonable cost of services
furnished to Medicaid beneficiaries.® This includes the reasonable
cost of their childhood imunization prograns, including the cost
of purchased vaccines and the reasonable cost of vaccine
admi ni stration. States may, but are not required to, reinburse
health departments on a reasonabl e cost basis.™ A recent st udy{]
found that less than half of all surveyed states reinburse healt
agencies on a full reasonable cost basis.”™ Many states do not yet
reinburse federally qualified health centers on a reasonable cost
basis. There is no HCFA guidance that details Medicaid
rei nbursement requirenents in the case of vaccines admnistered by
"reasonabl e cost" providers.

8 Ljiu and Rosenbaum ox). cit.

% 42 USC § 1396a(a) (13) (E) (1991).

42 USC § 1396a(a) (11) (1991).

" Association of Maternal and Child Health Prograns, Full-
Cost Medi cai d Rei mbursement for Maternal and Child Health ServicCes:
Findings from a studgy of Current Stafe Policies and Quidel1nes for
Implementation. (VWAshington, D.C., 1992)
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~Failing to cover the reasonable costs of both types of
providers forces themto use grant funds neant for ‘servin
uni nsured wonmen and children to offset Medicaid shortfalls an
thereby |essens their effectiveness considerably. Moregver, there
is wdespread anecdotal evidence that theSe providers are
| muni zing many children ostensibly enrolled in managed care plans
but not receiving imunizations through their managed care
provider. There is no federal rule requiring Mdicaid agencies to
assure payment (either by the plans or through the general Medicaid
program) in these instances. The net results of this |ack of
standards include (a) Medicaid payment for services never furnished
by the managed care plans; (b) mjor revenue |osses incurred by the
public health system and (c) countless under-immnized children.

3. Bulk purchase of vaccine

~ One nmeans of assuring a nore adequate sugply of vaccines for
Medicaid providers at reasonable cost is bul k purchasi ng
vacci nes at discount prices through health departnents and
distributing them directly to part|C|Pat|ng providers. Providers in
turn are conpensated for the cost of admnistering vaccines. As of
early 1992, as noted, however, only 20 states had such programs.”
In other states, agencies reinbursed providers for the fuf)l retail
cost of vaccines, which is considerably higher. Even nore serious,
there is evidence that agencies are diverting free vaccine neant
for uninsured children and adults to Medicaid providers in order to
save money. This depletes the supply of free vaccine and can cause
shortfalls in programs for the uninsured.

4. Managed Care

By 1991, approximately 3 mllion Medicaid beneficiaries, the
overwhelmng nmajority of --- children, were enrolled in Mdicaid
managed care plans. ™These nunbers pronise to grow, as agencies
increasingly turn to managed care as a neans of controllin
utilization and inproving patient access to care. The growh o
Medi cai d nmanaged care generally tracks that for the nation's
working age population (although the proportion of Medicaid
beneficiaries enrolled in managed care plans is |ower).

Managed care can inprove access to conprehensive prinmary care.
However, managed care can | eave major access holes if contract
standards and expections are inconplete or anbiguous and quality
monitoring is not sufficient. At least one nmjor measles outbreak
inalarge city has been traced to uninununized children in managed
care plans whose contracts did not specify imunization sevices.

7 Liu and Rosenbaum op. cit.

? National Acadeny for State Health Policy, Mnased Care:
State of the Art (Portland, Mine, 1991)
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HFCA is currently involved in an initiative to test the
quality of care in managed care plans. But quality of care neasures
affect’ only the services plans are under a legal obligation to
provide. "There are no rules specifying sources that plans nust
offer. Several state managed care contracts appear to permt plans
to elect to refer all children needing inmmunizations el sewhere.
This option would appear to contradict the very heart of nanaged
care theory, since it pronotes service fragnentation and continued
d|v$r3|on of Medicaid children to an already over-burdened public
system

~ Insum there is a pressing need for conprehensive HCFA
uidance in the area of childhood | munization services that sets
orth detailed coverage, provider qualification, provi der
rei nbursement and provider participation standards for all state
Medicaid programs. O particular inportance are:

o guidance to states on options for inproving coverage of
m grant children;

o aggressive nonitoring of states' out-stationed enrollnment
pr?grans, and expansion of out-stationing to all immunization
sites;

0 new standards that recognize disease outbreak as an
"emergency" which qualifies undocunented children to Medicaid
| mruni zation coverage;

o clear, conplete and accurate vaccine coverage rules that
satisfy EPSDT standards;

o standards on periodic and interperiodic paynent for vaccine
services under the EPSDT program

o standards for determ ning the reasonabl eness of state
Medi cai d payment levels for vaccines andtheir admnistration
as well as new bul k purchase vaccine replacenent requirenents;

o rules on paynment |evels for vaccine services furnished by

FQHCs, |ocal health agencies, Head Start ﬂrograns and ot her
reasonabl e cost health are providers for the poor;

™ The Children's Defense Fund and the George Washi ngton
Uni versity are currently reviewng state Medicaid nanaged care
contracts to determne their sufficiency in delineating the plans'
pediatric care responsibilities.
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o specific contracting perfornmance standards for Medicaid
managed care plans, and quality assurance nonitoring of plans
that routinely examnes both the provision of imunizations
and indicators of disease outbreaks anong the enrolled
popul ati on.

“Finally, HCFA should prepare special review materials that
permt conprehensive conpliance neasurenents of all phases of
states' Medicaid imunization prograns. This would better ensure
program assessment of every aspect of a state program that can
affect the scope and quality of its inmunization coverage.

I'l-33



MEDICAID

Program nane and statutory Medicaid Title XIX of the

citation Social Security Act; 42 USC §
1396, et. seq.

CGeneral program structure a. Health care financing

grant-in-aid program which
aut hori zes paynents to states
in amounts ranging from 50 to
80 percent of therr
expenditures for covered
medi cal assistance services
furnished to eligible
beneficiaries, .
b. Program entitling certain
Bersons to paynent on their
ehal f for covered nedical
assi stance services. The
principal categories of
children entitled to Medicaid
on a nmandatory basis are:
children recelving AFDC
children receiving SSl;
children born after Septenber
30, 1983 and under age 6, wth
famly incomes at or bel ow
133% of the federal poverty
level and with famly
resources that neet state
standards; and children born
after Septenber 30, 1983, who
have attained age 6 but who
have not yet attained age 19,
whose fam |y inconmes do not
exceed 100% of the federal
poverty level and whose famly
resources do not exceed state
standards.  Children neeting
the above eligibility
standards but not lawfully
present in the US. are not
entitled to Medicaid coverage
for servcies other than
energency care.
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Specific authorizing
provision related to childhood
| mmuni zati ons

Children: Al Medicaid
beneficiaries under age 21 are
entitled to coverage for all
medi cal |y necessary
| muni zation services as part
of the N@dlcald_Earkg and
Periodic Screenin agnosi s
and Treatment (EPSDT) program
42 USC s§§ l396a(an§10);
1396d(a) (4) (B); an
1396d(r)(1?(A)(v). Feder al
statutory law also sets
standards for the adequacy of
payment rates for childhood
| muni zations and governs
states' authority to establish
provider qualification
requirenents for who nay
furnish imunizations.

Adults: preventive services,

i ncluding inmmunizations, are
an optional coverage item for
persons over age 2I. Status
of state coverage of various
vaccines for adults is
unknown.  Vaccines necessary
for pregnant women nay be a
mandat ory benefit.

Aut horized appropriations

"Such sSunms as are necessary."

| evel Fiscal Year 1992
Fiscal 1992 appropriations NA: estinmated federal .
| evel expenditure for FY 1992 is

projected at $63 billion by
the Congressional Budget
of fice.

Specific authorized funding
earmark for 1munizations

NA: nedically necessary

| mmuni zations are a specific
entitlenent for all persons
under age 21 as part of the
EPSDT program

Specific appropriations
earmark for inmunizations

NA: Medicaid is an entitlenent
program thus, the federal and
state governnents nust pay for
all nedically necessary

| muni zations received by

persons under age 21.
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Adm ni stering agency

Heal th Care Financing
Adnmi ni stration

Federal regul ations

Yes. Extensive regulations,

I ncl udi ngE sBeu fic regulations
for the EPSDT program that
require coverage of

| muni zat i ons.

42 CFR § 441.56(c) (3)

Agency gui dance

Yes, but limted to only
certain aspects of the

| muni zation requirenent. See
attached docunent.
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7. Federal Employee Health Benefit Pl an

The Federal Enployee Health Benefit Program (FEHBP)”
authorizes the provision of health insurance coverage to federal
enp]oyees and their famlies. The program is admnistered by the
O tice of Personnel Minagement (OPM). An estimated 10 to 11 mllion
i ndividuals are insured through the 15 fee-for-service plans and
320 HMos that participate in the program Approximately 4 mllion
FEHBP enrol |l ees are federal enployees; the rest are dependents. In
Fiscal 1992, $10.448 billion was appropriated for the FEHBP.

Nei ther the statute nor the regulations specifies mninmm
benefits that all FEHBP Blan offerings nust include. Thus, as wth
all insurance, sone FEHBP offerings may cover sone or all required
| muni zations while others mght not. Sinilarly, anong plans
covering imunizations, some may offer 100 percent coverage on a
first-dollar basis (i.e., no deductibles and no coinsurance), while
others mght not.

It is oPM’s position that it is wthout the statutory
authority to establish by rule mnimm plan offering requirenents.
However, = the agency clearly has substantial bargaining I|everage,
since it has the authority to determ ne which plans may conpete for
business. OPM staff indicate that they have used this leverage to
improve plan coverage to provide case nanagement services,
I npl ement  certain cost controls, and increase incentives for usin
PPOs. In 1991 OPM requested that all plans provide coverage in 199
for colorectal and prostatic cancer screening. OPM al so has sought
adoption by plans of uniform organ transplantation rules.

When asked about why this |everage had not been used to assure
coverage of all vaccinations, OPMstaff indicated that they had
never explored the extent to which FEHBP Elans are covering
I mmuni zations. Until there is evidence of a problem OPMstaff felt
that there was no reason to attenpt to establish coverage as a
m ni num standard. ,

. Gven the breadth and conplexity of the current federa

i muni zation standards, the high out-of-pocket cost to famlies of
insufficient coverage, the clear cost effectiveness of
conprehensi ve vaccine coverage, and the public health dangers of
| nadequate vaccination status, further work between the Public
Heal th Service and OPMis warranted. This follow up effort probably
should include: a survey of all federal offerings in order to
determne the current scope of immunization coverage; assuring that
OPM staff have the nost current vaccination coverage standards to
follow as they evaluate plan offerings, and any necessary technica

assi stance on imunization-related 1ssues if "and when "the agency
negotiates plan coverage standards for vaccination services.

» 5 USC § 8901 et seq. (1992).
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FEDERAL EMPLOYEE HEALTH BENEFI T PROGRAM

Program nanme and statutory Federal Enployee Health Benefit
citation Program

5 USC § 8901 et seg.
CGeneral program structure Provides for health insurance

coverage for about 11 mllion
federal enployees, retirees and
their dependants. The program
Is conprised of 15 fee-for-
service plans and 30 HMos.
Statute specifies that the
federal government pays 70
percent of the cost of coverage

Specific authorizing No
provisions related to
chi | dhood i muni zations

Aut horized appropriations Such suns as may be necessary
| evel Fiscal Year 1992

Fiscal 1992 appropriations $10.448 billion (estimated

| evel federal share of coverage for

enrol | ees and dependents)

Specific authorized funding No
earmark for inmmunizations

Specific appropriations No

earmark for immunizations

Adm ni stering agency Ofice of Personnel Managenent
Federal regulations 5 CFR § 890

Agency gui dance No
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Cc. SERVICE DELIVERY
8. Comunity and Marant Health Centers

The statutes and regul ations authorizing and inplenenting the
comunity and mgrant health centers programs require all clinics
to furnish i munizations as a required primary health service.™
Neither the statute nor the regulations describe in detail either
the content of health centers' inmmunization O|orograrrs or the
specific admnistrative or clinical practices and procedures that
health centers are expected to follow. However, extensive and
detailed federal standards for health center immunization
activities can be found in interpretive quidelines issued by the
Heal th Resources and Services Admnistration's Bureau of Primary
Heal th Care (BpHC),” which administers both prograns.”

BPHC gui dance on inmunization practice and quality assurance
can be found in several sources. These are Proaram Expectations for
Compunitv and Marant Health Centers", the Cinical Masures
Wor kbooks for comunity and m grant health centers® and the
Primarv Care Effectiveness Review™

(1992)76 42 USC s§§ 254b and 254c(1992); 42 CFR § 51c.102(h) (3)

7 BPHC was formerly the Bureau of Health Care Delivery and
Assistance (BCHDA). It was renamed in 1992.

® BPHC al so adm nisters several other progranms, including the
Nati onal Health Service Corps field placement program the McKinney
Honel ess Health Care Program the Native Hawaiian Health Care
Program and prograns for other special underserved popul ations.

B US. Departnent of Health and Human Services, Public Health
Service, HRSA/ BCHDA( May, 1991).

® The qormunitK heal th centers \Wrkbook was published in My,
1991. The nigrant health centers \Wrkbook was published in June,
1992. Different workbooks are needed because of the special health
care needs_ of patients who are menbers of mnigrant farmworker
famlies. For example, the extrene nmobility of mgrant famlies
makes traditional neasures of primary care (ysuch as continuity of
care) relatively |_naf3pl|cabl e. The mgrant Workbook is designed to
address these special needs.

¥ 1n addition to the official agency guidance discussed here,

the National Association of Community Health Centers (NACHC)
devel oped, with funding from BPHC a workbook entitled_Acceptin
the Challense: Healthy Children 2000: A Primarv Care Tinical
nual Tor [nmmunization Services (National Association Of Commnl_t?/
Heal th Centers, Inc.) 1991. This workbook supplenments the officia
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Taken together, these issuances represent the nost
conpr ehensi ve i muni zation gui dance on for any federally funded
health program -- a notable fact considering the very nodest size
ﬁédihe(ﬂea th centers progranms conpared to other programs (such as

i caid).

In its Proaram Exnectations guidance, BCHDA states that all
health centers should practice in a clinical style that encourages
rapid acgess to inmmunization services. Specifically, the guidance
states that:

"Patient flow and appointnent systens should foster continuity
of care and mnimze both appointment and office waiting tine
as well as "no shows". Patient flow and aPPO|ntnent syst enms
should also provide triage for energent health problens, walk
In patients, and other special health problens such as
| muni zations, pregnancy tests and so forth.

[ enphasi s added)®

~The quidance also places priority on the use of conprehensive
clinical i1nformation systems, including the Problem Oiented
Medi cal Record, and recall systens for routine preventive services
and patient tracking.® Finally the Guidance requires all health
centers to have ongoing quality assurance prograns that nonitor
clinical performance consistent with the Year 2000 Goals.

For each indicator a set of clinical performance neasures has
been devel oped. The Bureau's Cinical Masures Wrkbook sets out a
detailed format for reviewng the qualtty of care furnished b
health centers. The Wirkbook is designed to focus on "critica
rimary care interventions throughout "all five life cycles." All
neal th centers, beginning in Fiscal 1993, are required to use the
i ndi cator neasures to establish a baseline for each outcone.
Through a process of negotiation with the Public Health Service,
each measure is then assigned a 3-to-5 year annual increnental
I nprovenent objective against which the center's performance wll
be assessed.

agency guidance with further information on the provision of
i mruni zation services.

2 Pproaram Exnectations, ov. cCit. at p.20.

¥ 1bid., p. 21

B 1hid, . 22. These life cycles are infanc chi | dhood
adol escence, édd?thood, and ol d age.y ) '
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According to BPHC, these goals (and centers' progress toward
them), wll not be used to make funding decisions." Instead they
will" be used as a self assessment quality assurance device and
planning tool as well as for program operation purposes. However
data obtained from centers part of the clinical neasures process
must be included as part of their tri-annual conprehensive grant
applications, as well as their annual project renewal grant
applications. These data will be incorporated into BCHDANET, the
Bureau's conprehensive conputerized data system for health center
National Health Service Corps, and ~ other programrel ated
information.?%

’ In the case of immunizations the followng clinical neasure is
used:

"a child imunized on schedul e has received inmunizations
following the schedul e recommended by the Anerican Acadeny of
Pedi atrics XAAP or the cbc’s | mmunization Practices Advisory
Committee (ACIP). This includes DTP, OPV, mMr and H B vaccines
given according to the standard schedule for children who
start inmmunizations at age 2 nonths, or the AAP nodified
schedul e for children who start inmunizations later."¥

The Workbook states that:
"The chart is defined as in conpliance when all appropriate

| muni zations have been entered and include both the nonth and
year the vaccines were given."®

¥ Workbook, op. cit., p. 5.

% Conversation with BCHDA officials, Mirch 20, 1992

¥ Workbook, on. cit. atéy 14, Presunably_this wor kbook wi ||
[ [

be updated to reflect the addition of Hepatitis B as a required
| mmuni zat i on.

%  Wrkbook, on. cit. at p. 15. The chart revi ew does not
appear to specifically nonitor for patient informng under the

National Vaccine Injury Conpensation Act. However, NACHC’s
publication, Accepting the Challenge, makes clear that informng in
accordance with the Act constitutes an essential part of vaccine
practice, along with patient tracking. Accenting the Challenge, ob.
cit. at pp. 19-20.
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The Workbook protocol requires a review of at |east 25 charts
of children ages 18-24 nonths at the tinme of the review In the
Cﬁﬁi‘of non-migrant children, charts reviewed are to include
children:

o who have made 3 or nore visits to the health center; and

0 mhoge visits have occurred over a period of three nmonths or
more.

In the case of marant children, the charts to be reviewed
must include children who had at |east one well child visit (in
recognition of the lack of continuity of care for nenbers of
farmwrker fanilies). Additionally, the mgrant \rkbook expressly
enmphasi zes sinul taneous vaccination with nultiple vaccines and the
use of routine vaccination of children with mnor illnesses.® This
enphasis on quality review neasures that include sinultaneous
| muni zation and inmunization in the presence of mnor illness is
meant to underscore the need to naximze inmunization efforts
whenever contact with a mgrant child is nade.

- In addition to the chart reviews required by the Wrkbook
ui delines, BPHC has also instituted a Primary Care Effectiveness
eview system This system required for all centers, is designed

to assure that health centers function in ways that pronote the
effective provision of primary health services. Key elements of the
review include assessment of health centers' evening and weekend
sessions, triage of walk-in patients, patient followup, medical
records that document the provision of inmmunization services, and
other appropriate prinmary care practices.

In addition to setting standards for clinical performance, the
Bureau of Health Care Delivery Assistance also oversees other
aspects of health center operations. One inportant function is
assuring that all grantees have adequate supplies of vaccines.
Wi le health centers in nost states are able to secure reasonably
adequate supplies of free vaccine fromtheir state health agencies,
a recent study docunented that over 70 percent are running spot

- ® \Wrkbook, on. cit. at p. 15. The review for non-m grant
children thus enphasizes nonitoring performance in the case of
children who are relatively continuous patients of the health
center. Wiile the performance expectations guidance discusses the
need for immunization of walk-in children, the quality of care
review process does not specifically nonitor health center
performance in this inportant area.

* Mgrant Workbook op. cit., at p. 10.
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(and sonetinmes significant) shortages of wvaccine.® Particul ar
severe shortages have been reported in the case of Hepatitis
vaccine, which is in short supply to state health agencies
general ly.= Moreover, there has béen at |east one documented
Instance of a state health officer refusing to supply health
centers with any CDC vaccine.® Health centers' funding |evels are
too low to permt them to purchase vaccines at the retail price,*
which can be three to four times the CDC contract price.

BCHDA’s parent agency, the Health Resources Services
Adm nistration (HRSA), plays an inportant role in working with CDC
to ensure an adequate supply of free or |ow cost vaccine. Wth 25
percent of the nore than 6 mllion health center Patlents bei ng
children under age 6 (virtually all of whom are |[ow inconme), a

“ Rosenbaum S., lmunjzation Barriers Faced bv Communityv and
ﬁgga?nt Health Centers and their Patients (Children's Defense Fund,

~ % For exanple, the BPHC reports that while health centers in
Region |V are receiving DIP, TOPV, MR, Td and HDb free of charge
from health departnents, no states supply Hepatitis b vaccine to
health centers for all infants and no state permts health centers
to buy additional supplies of vaccine through the health departnent
at the federal contract price.

% See study chapter on the preventive health services grant
program

% In the case of Medicaid insured health center patients,
Medi cai d should pay the reasonable cost of all vaccines they
purchase, as well as the reasonable cost of admnistering the
vaccine. This reasonable cost reinbursenment nethodol ogy was
mandated by Congress in 1989 as part of the Federally Qualified
Health Centers amendment contained in the Omibus Budget
Reconciliation Act of 1989. See, Rosenbaum S. " A Review of
Sel ected Medicaid Reforns Enacted During the 1980s" Presented at
the July 21, 1992, neeting of the Kaiser Commssion on the Future
of Medicaid. However, half of all health center patients are either
conpl ete uninsured. Many nore are inadequately insured against the
cost of immnization. For exanple, patients ‘enrolled in Medicare
are entitled to pneunococcal and hepatitis b vaccine benefits, and
health centers are paid the reasonable cost for this service. But
ot her vaccines are not covered under Medicare. Simlarly, while
Medi caid children under 21 are covered for all nedically necessary
vaccines, state coverage rules for adults vary dramatically. For
these patients, centers must either be able to obtain free vaccines
(and absorb the cost of admnistration within their grants) or else
have access to vaccine at an extremely |ow price.
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steady supply of vaccine for all HRSA-funded programs * is
absolutely essential. The CDC has, in fact, included HRSA in its
federal purchase contract. HRSA’s inclusion in the federal contract
means that the agency can secure for health centers (and other HRSA
prograns for underserved Americans) a supplenental supply of |ow
cost vaccine in the event that their free supplies run out.

Recent = legislation enacted by Congress expands the
responsibility of the Centers for Di'sease control to dlrect1¥
assure that health centers have adequate supplies of all vaccine.
HRSA and CDC have begun efforts to carry out this inportant change
in the law. In addition, a current HRSA/ CDC Hepatitis b
denonstration is expected to nake a nodest inprovement in
i mmuni zation rates anong health center patients Jagainst this
disease.”

%  HRSA oversees a nunber of prograns described in this
conPendlunl See, e.g., the prograns reviewed in the health services
section.

%  P.L. 102-531(1992)

 The denpnstration is under way at 7 health center sites
(there are currently apgrOX! mately “600 health centers with
locations in nore than 2000 sites). At these denpnstration sites
the follow ng patients are belnﬂ targeted: 1nfants born to pregnant
Hepatitis positive women who have been identified through first
trinester screening, universal imunization of infants, high risk
adol escents, and sexual contacts of Hepatitis-positive adults.
See, generally, Prosress Report: Action Plan to Improve Access to
| muni zat i on _Services (T nteragency Comm ti{ee on I nmunization,
Sept enber, 1992).
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COMMUNITY AND MIGRANT HEALTH CENTERS

Program name and
statutory citation

Community Health
Centers
42 USC § 254c

Mgrant Health
Centers
42 USC § 254b

Ceneral program
structure

Federal I'y

adm ni st ered

Program rants to
urni sh health
services to

medi cal | y

under served areas
and popul ations.

(Note: In defining
Muas and Mups t he
Secretary 1s
required to take
into account
"factors indicative
of the health
status of a

popul ation or
service area.

| mruni zati on status
not specifically
identified as a
heal th neasure)

Same, but high

m grant inpact
areas are also

i dentified (> 4000
mgrant or seasona
far mvor ker s
annual 1 y).

Specific

aut hori zi ng
rovision related
to chil dhood

| muni zat i ons

By inplication.
P¥inary heal th
services include
"preventive" and
"well child"
services

Sanme

Aut hori zed
appropriation |evel
Fiscal Year 1992

Such suns

Such suns

Fi scal 1992
appropriations
| evel

$527 mllion

$57.7 mllion

Specific authorized
funding earmark for
| muni zati ons

None

None
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agency

and Services
Adm ni stration,
USPHS

Specific None None
appropriations

earmark for

| mruni zations

Adm ni stering Heal th Resources Sane

Federal regul ations

Yes. 42 CFR Part
51c.102(h) (3)
specifically
identifies

I muni zations as a

primry (required)
preventive health
service for all
grant ees.

Yes. 42 CFR Part
56.102(1) (3)

égencz gui dance

Yes

Same
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9. Title V Maternal and Child Health Services Bl ock G ant

The MCH bl ock grant program provides formula grants to states
for the purpose of inproving the health of all mothers and children
(particularly lowincome famlies or those with [imted access to
health care), in accordance with national health objectives
established under the Public Health Service Act for the Year 2000
(Heal t hy Peopl e 2000).%® The ﬁrogram initiated by Congress in
1935, is admnistered within HHS by the Mternal and Child Health
Bureau (MCHB), Health Resources and Services Admnistration (HRSA).

The overall goal of the MCH block grant programis to inprove
the health status of mothers and children through direct services
provi ded by or_Pald for by state and local governnents. There are
three primary Title V program conponents: (1) preventive and
primary care services for pregnant wonen, nothers and infants up to
age one; (2) preventive and primary care services for children and
adol escents; and (3) services for children with special health care
needs and their famlies.

I'n 1981, Congress consolidated categorical maternal and child
health services programs into the block grant format, a move that
has been criticized as underm ni ngr t he development of national
standards for maternal and child heatt#: Arthough this
legislation required states to expend MCH block funds on “specific
maternal and child health goals, states did not have to allot MH
funds to any particul ar services.!®

~ The MCH block grant program was anmended in 1989 in an effort
to inprove state planning, accountability, and admnistration of
MCH prograns, to target funds to priority populations, and to |ink
the objectives of the program to those 'set out in Healthy People

% See Public Health Service. Health People 2000: National
Health Pronotion and D sease Prevention (bjectives.  \ashington,
DC.  US. Department of Health and Human Services, 1990. Specific
health objectives for maternal and child health in _Healthv People
2000 include increasing to at least 90 percent the proporfion of
children under age 2 who conplete the basic inmunization series.

® The Budget QOmibus Reconciliation Act of 1981, Pub. L. No.
97-35. Schlesinger, MJ. and Eisenberg, L. (Eds.) (1991). Children
In a changing Health svstem: Assessments and Proposals for Reform
Baltinore, MD. The Johns Hopkins University Press.

1 The statute requires that states use at |east 30 percent
of funds for preventive and primary care services for children. 42
USC § 705(a) (3)(A). The statute also requires that states establish
a "fair nmethod for allocating funds" to MCH prograns. 42 USC
§ 705(a) (5) ().
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2000.1 The 1989 anendnents attenpted to reduce the discretion of
states to allot MCH funds by requiring states to earmark'at |east
30% of the MCH funds for provision of preventive and primary care
services to children and 30% for children with special health care
needs.!® The goals of the program were also revised to expressly
state that one of the purposes of MCH funding is to "increase the
nunber of children (especially preschool children) appropriately
i mmuni zed agai nst disease."'®

These amendnments also establish a new application and
reporting process for the states, and mandate outreach activities.
For exanple, state agencies receiving MCH funds nust now neet
annual reporting requirenents that include descriptions of the
types of activities carried out by the state, the types of
services provided and the anmounts spent on these activities and
services, progress toward Health Peo?le 2000 objectives, and a
nunber of maternal and child health status indicators.™ Specific.
reﬁo_rtlng requirements include information (by county racial and
ethnic group) on the proportion of children, who at their second
birthday, have been vaccinated against measles, nunps, rubella,
olio,  diphtheria, tetanus, pertussis, Hb nmeningitis, and
epatitis B.'®

Al though the overall MCH program goals and targeting of
Sﬁ_eCIfIC popul ati ons of |owincome pregnant wonen, nothers, and
children are laudable, the absence of any pro%ram regulations!®
and lack of concrete agency guidance on how MCH bl ock grant funds
could be used nost effectively to achieve statutory goals
significantly inpedes the agency's ability to promote inmuni"zalions
at the state and local level. The agency has stated it has _no
I medi ate plans to issue any regulations Tor the MCH program.!”

“ Pub. L. No. 101-239, Title VI, § 6501(a), 103 Stat. 2273.

242 US.C § 705(a) (3) (A), (B)(1992).

103 42 U S.C. § 701(a) (1) (B) (1992).

142 US.C § 706(1992).

105 Ibl d

% The on]%/ regul ations for the MCH program are those that
%overn all of Title 42 block grant progranms at 45 CFR 96.1 et seq.
hese regul ations address grant application and fiscal management.
They provide no substantive program gui dance for grantees.

71992 grant guidance, Appendix Ei (s and As, p. 2.
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The nost recent agency gui dance manual (draft) for 1992 MCH
bl ock grant applicants acknow edges that under the 1989 MCH
statutory amendnents States nust conmit: (1) "to assuming a
critical role in facilitating enrollnment in the State's Medicaid
program for large nunbers of new y-eligible pregnant wonen and
Mgung. children"; (2? "for assuring access to needed Title v-

dicaid provider Information and services": and (3) "“for acting as
a focal point for effectively.coordinatingthe resources of related
Federal prograns and agencies services nothers and children ..
v 1% sNevertheless, there is virtually nothing in the 1992
gui dance nmanual that specifi c_aIIY addresses how States should go
about inplenenting these critically inportant statutory goals.

There is no enphasis in the agency guidance upon inmunization,
especially for children under 2, the population specifically
targeted by the 1989 MCH amendnents and _Healthv People 2000'.
Furthermore, where the agency defines essential MCH program terms
such as "primary care" and "preventive services,""' there is no
specific inclusion of immunizations under either term The grant
gui dance does, however, discuss services that "should" be included
In preventive and pri rra_r¥_ care services for pregnant women, infants
and children and specifies "immunization" anobng several ot her

%8 1992 MCH Bl ock Grant Cuidance, p. 1.

@ Wth re%ard to the Healthv peopnle 2000 objecti ves, a]qer'bail
%g! dance says that all states "are expected to use all National

jectives by either adopting them or adapting them" There is no
expl anation of how states mght vadapt" these objectives. 1992 MCH
Bl ock Grant Cuidance, p. 4.

M The term "primary care" is defined in the 1992 MCH Bl ock
Gant Quidance, p. 79, as follows:
[Tlhe provision of conprehensive personal health services that
Include health naintenance and preventive services, initial
assessnment ofhealth problens, treatment of unconplicated and
di agnosed chronic health problens, and the overall managenent
of an individuals's of famly's health care services.
Furthernore, it is the initial Contact for personal health
services and provides for continuity of services and indicated
referral for and overall managenent responsibility of
secondary and tertiary care.

W The 1992 MCH Bl ock Grant Cui dance, p. 80, defines
"preventive care" as follows:

[Alctivities ainmed at reducing the incidence of health

probl ems, reducing the prevalence of commnity and personal

risk factors for 1llness. Wen Prow ded on a personal |evel,

these activities should be part of an overall primary care

program
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possi bl e services and needs assessments.!? There is no nention of
the CDC protocol for inmmunizations. None of the services included
within preventive and primary care is deened essential or as
constituting a mninmum | evel of care that nust be provided to
eligible populations. There is no effort to stress the inportance

of 1 nmunizations or otherw se sensitize states to inmmunization
needs.!B?

The agency gui dance does not set forth uniform nethods for
conducting state needs assessments, other than requiring states
to include data elenments required for annual reporting
requirements. There is no uniform methodol ogy required to devel op
state service plans to address these MCH needs or to analyze needs
data obtai ned by states.! Wth regard to nDnltorlng.quallty of
care provided to MCH clients and overall program surveillance, the
guidance sinply requires states to describe their program
moni toring processesand quality assurance procedures but does not
speci fy %E% process conponents or care standards. The guidance
requires staff to collaborate and coordinate with Medicaid (and
other program offices (e.g. WC and famly planning), but does not
ﬁBﬁCIfIC any procedures for doing so. The guidance points out that

~staff are required to identify Mdicaid eligible clients and
assist themin applying for coverage but does not specify the
extent of this assistance and ether MCH staff nust be
know edgeabl e about Medicaid coverage standards.

12 Agency Quidance, supra, n. 1 at p. 9 and 10. This appears

to b? the only reference to Imunizations in the entire agency
manua

3 For exanple, the guidance mght address the possibility of
a structuring a relationship between the MCH program and funds
received under the Preventive Health and-Health Services Block
Gant program 42 USC 300w, and the Project Grants for Preventive
Heal th Services, 42 USC 247b, where funds could be used together to

support personnel and service delivery costs such as vaccine
pur chase.

14 The gui dance refers applicants to nethodol ogi es descri bed
in Klerman, Russell, and Valadian, Pronotins the Health of Wnen
and Children Throush Planning, 1982; and Klernman and Rosenback,
Needs Indicators in Mtiernal and Child Health Planning, 1984.
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The major challenges facing the programlie in three key
areas. First is coordination of state immunization activities for
children in child serving programs. The Bureau of Mternal and
Child Health and other key federal agencies should collaborate on
conprehensi ve guidance to state agencies that identifies key
programs and describes activities designed to keep these prograns
abreast of changes in inmmunization standards and Medicaid coverage
rules and where and how assistance can be obtained for famlies.

_ Second is collaboration with state Medicaid prograns on
| mmuni zat1on coverage, paynent |evel and nonitoring activities.
Title V agencies can be of” immense assistance to Medicaid agencies
in the design of their imunization prograns, the devel opnent of
provider certification standards (particularly in the case of
managed care plans) and in activities designed to assure that
children receive the services to which they are entitled (both
through Title V assisted clinics and the providers). Bureau
guidance, issued jointly with HCFA, on the Title V/Title X X
relationship, would be extremely helpful.

Finally, Title V agencies have a critical role to play in data
collection. At a mnimum all Title V agencies should be collectin
data from immunization records of all publicly-assisted materna
and child health providers. Ideally, this uniform data
col l ection system should extend to” all children.
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MATERNAL AND CHI LD HEALTH SERVI CES BLOCK GRANT

Program name and statutory
citation

Maternal and child health
servi ces

42 USC § 701-709

General program structure

Gants to states to provide
quality, conprehensive health
services to nothers and their
children; grants/contracts to
fund research, training
counsel ing, education and

di ssem nation projects.

Specific authorizing provision
related to childhood

Statutory goals include
I ncreasing "the nunber of

| nuni zati ons children (especially pre-
school children) appropriately
immunized."

Aut horized appropriations $686 nillion

| evel Fiscal Year 1992

Fiscal 1992 appropriations $650 nillion

| evel

Specific authorized funding No

earmark for inmmunizations

Specific appropriations No

earmark for immunizations

Adm ni stering agency HHS/ HRSA

Federal regulations 45 CFR 96

Agency gui dance Yes, 1992 MCH Block G ant

Qui dance (Draft)
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10. Proiect_Gants for Preventive Health Services

Froma statutory point of view, perhaps the nost notable
aspect of the Rreventlve heal th project program'® js the spareness
of the 1aw." The statute vests extrenely broad discretion in the
Secretary to nmke grants to states, |ocCal governnents and other
public ‘entities "to assist themin rr_eetlngh the costs  of
establ i shi ng and maintaining preventive ealth service
programs.""” Indeed, on its face,. the statute does not conpel
states to offer any imunization services as part of their
preventive health services prograns. '* The statute also authorizes
the Secretary to make grants to states, public subdivisions and
non-profit entities for vaccine and preventable disease research,
denonstration and control activities.™'

Li ke many Public Health Service Act laws, the statute thus
vests broad discretion in the Secretary to establish m ninmm
standards for the content, structure and scope of state preventive
health service programs. The Centers for sease Control, which
admi ni sters the program has pronul gated both regul ations and
uti delines regarding state imunization prograns funded under the
ct.

(1991)“5 Section 317 of the Public Health Service Act, 42 USC § 247b

w6 \Wile the authorizing legislation is spare, annual
appropriations bills frequently specity in considerable detail the
tyges okf | mmuni zation-related activities which the Secretary nust
undert ake.

U7 42 USC § 247b(a) (1991).

M This is not to suggest that states have sought preventive
health grants that do not include vaccine services. It Is
interesti n?, however, that the nation's |argest grant program for
suppl ying l'ow cost vaccines and vaccine support activities to state
heal th agencies does not nention the word at all, nor does it
require mninmum vaccine-related activities,

9 42 USC § 247b(k) (1991).
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CDC Regul ations and Quidance

"Regulations inplementing the statute specify mninmum
requirements for state childhood inmunization prograns funded under
the Act.™ Applications nust:

o address need and immediate and |ong-range objectives and
nust identify “current inmunization programs®" and the
additional activities to be carried out to neet the need;

o imclude a plan to assure that children begin and conplete
their i muni zati ons on schedule;

o irelude use of a "standard inmmunization record card"®, a
ublic and private "provider based tickler system",’? and a
ospital based inmunization education program for : new
mothers ;'

0 assess the immunization status of children entering school,
day care centers, children under 2 years of age and new public
clinic patients under age 5;%

o include a plan for vaccine-preventable disease surveillance
and reporting,” and procedures for prompt review of
norbidity surveillance data to permit the pronpt reporting of
measl es,” polio and di phtheria cases;¥ and

20 The regulations defines a state childhood immunization
programas "a preventive health services programto inmunize
chil'dren  agai nst vaccine preventable diseases i ncl udi ng
polionyelitis, neasles, munps, rubella, diphtheria, pertussis an
tetanus. 42 CFR § 51b.202(1991). The rule apparently has not been
updated to specifically include HB or hepatitis B.

2142 CFR § 51b.204(a) (4) (1) (1991).

22 | bid.
123 Ibl d
24| bid.

125 42 CFR § 51b.204(a) (4) (ii) (1991).
126 42 CFR § 51b.204(a) (4) (iii) and (v) (1991).
12742 CFR § 51b.204(a) (4) (iv) (1991).
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o include systens for nonitoring adverse reactions to
\|/aCC| nes and for Wagorously enforcing" school immunization
aV\B.'**

The rules are silent with respect to the actual design of
state programs. However, in evaluating state applications, the
Secretary is required to take into account, anong other things:

0 the extent to which the proposed program will increase the
I muni zation rates in the populations identified (in the state
pl an) as having the |owest inmmunization levels”; and

0 the extent to which the grantee will cooperate with and use
public and private nonprofit entities and volunteers.?®

CDC gui dance provides somewhat nore extensive detail on state
program requirenents. Broad program goals for all vaccine
preventabl e diseases are set out for both children and adults,
covering all categories of disease.® The guidance nakes clear
that state programs nmust be "integrated and comprehensive" and that
special attention is to be paid to economcally disadvantaged and
medi cal |y underserved infants and children.? Applications nust
include both vaccine inventories and projections of the nunber of
dosages to be used during the budget period.™

Al applications nust include specific program objectives
which are “realistic, time-limted, neasurable and outcome-
oriented. " (bjectives must be both short-term and |ong-term and
must include specific sub-popul ation objectives.

As wth the rules, however, the guidance sets forth only
extrenely broad mninum requirements for state prograns. For
exanple, ~while all plans nust assess the vaccine status of
popul ations thought to have |ow |evels of immunization'®, no
specific sub-populations are identified in the guidance for

%42 CFR § 51b.204(a) (v) and (vi) (1991).
12942 CFR § 51b.205(b) (3) (1991).

80 42 CFR § 51b.205(b) (4) (1991).

Bl CDC, 1992 |munization Program Guidance at page 1.

132 bbh.g,
1% |bid.,, page 2.
¥ 1bid., p. 2

1% |bid., page 3.
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required assessment. Exanples are given (e.g., "such as inner
cities", "such as WIC participants", "such as mnority
children")™ However, no specific popul ation assessnents nust be
made é_e.g., cities with a population density or poverty |evel
exceeding certain mninmumthreshol ds, Native Anerican or recent
I mm grant children).

Simlarly, the guidance requires a description of
"col | aborative efforts® with a range of programs including the
Medicaid Early and Periodic Screening, Diagnosis and Treatnent
program (EPSDI), Aid to Fanmilies wth Dependent Children (AFDC),
community and mgrant health centers, |Indian Health Service
facilities, health maintenance organizations, "community based
organizations", and other entities.®™ [t is not clear what such
"col | aborative efforts" entail.

In the context of the program it would seem that
col l aboration would, at a mninum include SUﬁpl ying vaccine and
technical and admnistrative support to these conplenentary
prograns that serve thousands of [ow incone children (e.g., vaccine
distributed to all EPSDT and WC providers and health centers,
training of personnel enployed at these facilities and prograns).
However, the term "collaboration" i S extrenely broad. |t does not
require state grantees to do careful assessment of the irmmunization
capabilities of key health_Prow ders in high need areas, nor does
it require states to commt any resources to these providers if
their own funds prove insufficient. Nor is the state agenc
required to train or give technical support to these providers.®

To address the high cost of vaccines, the CDC guidance also
reconmends but does not require state health agencies to enter into
vacci ne replacenent program agreenents with state medicaid agencies
that utilize the specially discounted process availablethroughthe

16 1 bid. page 3.
¥ bbid., 3

B In its draft 1992 |munization Action Plan (1AP) Program
Qui dance, the CDC prohibits state and |ocal health agency grantees
fromusing IAP grants to aid organizations receiving "direct
funding from other federal sources for activities which include
| muni zations". Quidance, p. 9. This provision appears not only to
be at odds with cpc's general collaboration directives but renders
nearly inpossible grants to any health organization receiving
federal fundin for activities that include | ni zations.
Exanmpl es of such prograns include WC agencies, public housing
health programs, Indian Health Service facilities, mgrant and
]gorrtrrﬁmty health centers, Title V-assisted health agencies, and so
orth.
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CDC federal vaccine contracts (discussed below).”™ The guidance
al SO "encourages" grantees to supply vaccines to community and
mgrant health centers and to Indian Health Service facilities.™
However, the guidance does not require that state agencies supply
vaccine, admnistrative and technical support to all gor at | east
to certain specified) publicly funded health programs for poor and
underserved children and adults. ™ Nor does it require grantees
to give such prograns access through the CDC federal contract
(which also covers state health agencies, as discussed below to
obtain suppl enental vaccine supplies at the contract price in the
event that their free supplies prove inadequate.

~Data on the incidence of vaccine preventable disease and age-
specific information nust be reported, and states nust maintain
vaccine admnistration information by antigen, dose and age
group.' However, reviews of the imrmnization status of key
subgroups of children and adults fall into the "recommendation"
category.

The CDC Federal cContract Progranm

In addition to overseeing the state grants program through
regul ations and guidance, the CDC negotiates annual contracts with
vaccine manufacturers to secure a supply of low cost vaccine for
state health agencies participating in the grants program

m phid., 3
W |pid., p.3.

M |ndeed, in recent nonths the A abama state health agency
attenpted to conpletely curtail provision of free vaccine to
federally funded comunity health centers: (see attached article
from the APHCA Newsletter). Such conplete elimnination_of the
program woul d have cost the state's health centers between $500, 000
and $600, 000 (the amount needed to buy vaccine directly from
manufacturers). Current estimates place the number of medically
undeserved persons in Alabama at 1.1 million, with 65 of gg
counties nedically undeserved. Currently only slightly nore than
percent of the states undeserved persons have access to health
centers because of the shortage of funds for centers. Ak o
Dani el and Rosenbaum Sara, Lives in the Balance: A National. state
and county Profile of Amerita S Medically Underserved (National
ASsoclation of Community Health Cenfers, 199Z2). In the repordt.,
medi cal |y underserved persons have incones bel ow 200 percent of the
federal poverty level and are either conpletely uninsured or
publicly insured.

w2 pid, p. 10.
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A review of the federal imunization programis not conplete
W t hout an assessment of this all -inportant federal contracts
activity, because it is these contracts that make vacci nes
financially accessible to the public sector.

Al vaccine purchased with § 317 program funds is covered by
the contract system W exanmined a representative contract between
CDC and Merck Sharp and Dohne for the purchase of MWR vaccine.!¥
In addition to the basic agreement between CDC and Merck, the
contract contains a clause permtting state health agencies and the
Heal t h Resources and Services Admnistration (HRSA) to obtain
addi tional supplies of vaccine (beyond those purchased with vaccine

rogran1fund%;)at the federal contract price.' This clause is
nown as an ' @ptional use" clause.'

Upon cl oser exam nation, however, it appears that as currently
drafted, the optional use clause has three potential problens.
First, on its face the clause is limted in scope to certain
federal agencies and programs. Thus, the clause does not assure
that other federally admnistered health prograns, such as famly
planning and Head Start have access to a sufficient supply of |ow
cost vaccine. These prograns remain dependent on state health
dﬁpartnents which frequently may not have sufficient supplies of
their own,

W Award-Contract 200-91-0053, covering the one year period
commenci ng February 27, 1991.

M Legislation (S. 493), which passed in the Senate in 1991
and is now awai ting House/ Senate conference, would anend the
statute to require the Department to devel op bul k purchasing

rograns for both state health agencies and comunity and m grant
ealth centers and health programs for the honeless. The
| egi sl ation would establish a mninmum amount to be spent by the CDC
on bul k purchased vaccines and woul d require state health agencies
to make such publicly purchased vaccines available to health
centers and honel ess projects. Consideration is al so bein% given to
broaden the CDC federal contract programto reach all Tederally
assisted health care prograns.

45 See, e.g., Merck, Sharp and Dohme contract, § H.4.(c),pg.17
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~The contract may place limtations on the purchase ‘of bulk
vaccine that are too restrictive given the current [evel of need
anong both federal agencies and state health agencies. The
contracts place both annual and nonthly upper [imts on the anount
of antigens that can be purchased at the contract price and further
specifies that all purchases by CDC, HRSA, and state and |oca
heal th agencies count toward this annual and nonthly maximum.®

Third, while the contract allows state and local health

agencies to place orders against the amounts specified in the
contract u5|n?_ additional state, local or federal funds, the
contract specifies merely that ®» the Contractor isS encouraged to
honor orders fromthese agencies. " In other words, the manufacturer
I's not bound to honor the optional use clause. Indeed, the attached
letter from Lederle Laboratory dated January 31, 1992, suggests an
unwi | Iingness on the part of at least certain manufacturers to neet
the growmng demand 'for |ow cost vaccine in certain states

Gven the need for a plentiful supply of reduced price vaccine
for all private sector programs, the scope of the CDC contract, and
the agencies covered by the contract, should be reevaluated. Both
HRSA and the Indian Health Service could arrange to have CDC
purchase and deliver to all grantees. At the sane tine,
consideration should be given to |nqludin8 both HCFA and the state
Medicaid prograns in the contract in order to assure the | owest
possi bl e vaccine prices for Medicare and Medicaid beneficiaries.

14 Merck, Sharp and Dohne contract Sec. B.|. The contract
specifies annual and nonthly vaccine maximuns, as well as m ninum
guarantees for MWR dosages and further specifies (sec. H.11, p.20)
that orders placed by HRSA and state and |ocal health agencies
count toward the mninum guarantee. Simlarly, the nmaxi num dosage
limtations appear to apply to all purchasers. (Sec.H 10, pp.19-
20). Thus, were all states health agencies to follow CDC
recommendati ons and inplenent Medicaid replacement prograns or
furnish vaccines for all publicly funded health programs serving
the poor, it is unclear whether the maximum ceilings contained in
the contract would acconmodate the orders.
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In this regard, a clear precedent for discounted pricing of

vacci nes to HCFA-adm ni stered prograns gy he 1 i cai
amendnents which established a rebate %ygt émeforggg/bg/iegaicgg
purchased drugs¥ and which is now in the (Proce_ss f. being
expanded. The 1992 extension of this mandated drug di scm?tlng

to PHS prograns strengthens the precedent.® Finally, the CDC
contract should be extended to Head Start prograns and other PHS
progranms as well. This would | eave state health agencies in a
stronger position to buy for other sites such as local health
depart ments.

17 9741, P.L. 101-508, i e
Act of 1998_ the QOmibus Budget Reconciliation

¥ HR 5193 (102d Congress)
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PROQJECT eranTs FOR PREVENTI VE HEALTH SERVI CES

Program nane and statutory
citation

Project grants for preventive
eal th services
42 USC § 247b

CGeneral program structure

a. Gants to states or
political subdivisions or
other public entities to
assist themin neeting the
costs of establishing and

mai ntaining preventive health
Servi ces; o

b. Gants to states, politica
subdi visions and other public
and non-profit entities for
research, denonstration
public information and
education and clinical
education regarding .
vacci nation and the prevention
and control of disease.

Specific authorizing
provisions related to
chil dhood inmuni zations

By implication only. Statute
does not require states to
address all categories of
preventive health services.

Aut horized appropriations
| evel Fiscal Year 1992

Such sums as may be necessary

Fiscal 1992 appropriations $297 mllion (includes vaccine
| evel st ockpil e)

Specific authorized funding No

earmark for inmmunizations

Specific appropriations Yes

earmark for inmuni zations

Adm ni stering agency

Centers for Disease Contro

Federal regulations

Yes 42 CFR § 51b.201,et seq

Agency gui dance

Yes
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11. Preventive Health and Health Services Block G ant Proaram

~In 1981, Congress consolidated eight categorical Public Health
Service programs 1nto the Preventive Health Services Block Gant
program.® This program is admnistered by the Centers for D sease
Control within the Public Health Service. Funds formerly available
to States under the categorical health progranms would now be
allotted by formula to the states to support a nunber of
preventive, conprehensive and energency health services.®

~In addition to consolidating categorial preventive health
services progranms, Congress cut 1981 funding by alnost half from
the previous year level. In 1980 C_on?[ess appropriated about $170
mllion; in 1981 only about $93 mITlion was appropriated,®
Funding for the progfamremained stable from 15%2 t hrough 1991,
when appropriations ranged from $79.1 mllion to a high of $90.9
mllion in 1991. Athough the 1992 appropriation of $135 nmllion
consi derably exceeds recent Appr opr | ations, this level still falls
far short of the 1980 [evel.'*2 |f adjusted for inflation over this
time period, 1991 fundi ng woul d have had to have been about $288.8
mllion to equal the 1980 funding level.®

The major drawback of this inportant statutory programis that
states have conplete discretion to expend block funds on any of the
12 authorized program activities. There is no statutory or
regulatory mechanismto require states to address critical
| muni zation needs. Indeed, the PHS Gants Admnistration Mnual
that interprets the health block grant prograns, states the
following:!*

149 H R Conf. Rep. No. 97-208, 97th Cong., 1st Sess., 865

renrinted in 1981 U. S. Code Cong. & Ad. News 396,887. These
programs were: health incentive grants, hypertension control,
rodent control, school-based fluoridation, venereal disease
control, famly planning services, health education/risk reduction,
and adol escent pregnancy services.

042 USC § 300w=-3 (1991).

Bl Klebe, E. (October 24, 1991). CRS Report to Consress:
Appropriations for Selected Health Proar‘FYEams 1980-FY 1991I. The
Library of Congress, Congressional Research Service (91-769 EPW:
Washi ngton, DC.

B2 CRS, supra

153 See Table 8 in part I.

154 PHS Grants Administration Mnual, Part 501, p.501-1,
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(a) The basic premse of the block grants is that
the States should be free to target resources
and design admnistrative nechanisns to provide
services to nmeet the needs of their citizens.

(b) The very nature of the health block grant statutes
inplies that PHS is not to be actively involved in
the admnistration of the statutory particulars .
Wi le HHS does have authority to promul gate regul ation;
that interpret statutory requirenments, HHS has chosen
to 1ssue few regulations an? to rely on State
interpretation of the statutory [anguage

HHS has never promulgated any substantive re%ulations
governing the administration of this health program.'* There are
no m'nimum service requirements and no uniform procedures for
carrying out needs assessnment or data collection on services

provi ded.

During the 1981 amendnents, nany menbers of Congress and state
health officials stated their fear that with flexibility to direct
block grant funds, state administrators would enphasize certain
heal th services and neglect others.™ This unfortunate outcome
appears to have happened with regard to imunization services. Tj

most recent CDC Report to Congress on this grant program prepare8
bK the Centers for Disease Control for Fiscal Year 1989 Report
shows that states allocated the nmost block grant dollars to health
education and risk prevention programs. O the twenty |argest
spending categories reported by the states, spendi 0

I uni zation was 15th. Only 8 stateS even reporteg a specific 5 eak
out of funding for imunization services.

. Thus, even in states that have |[ow immunization rates, there
s no statutory or regulatory nechanismin place that the Secretary

mght use to require a state to direct any portion of the
preventive health block grant funds to such services.

In 1988, Congress extended the block grant program and
appropri at ed fundsg#or three nore years and ame J%entpso 0 ?ts

provisions.!¥’ Most notably, i [ zation Vi ces
specifically added to the aJ{horlnguB\ock grantsimogramsﬁﬂmﬁag

appl gati on and Tedagdrit o e & §P8R HG EY &0
W 1d. at 892,
5 P,L. 100-607
% cite
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| egi sl ative historg of 1988 amendnents states-that the imrunization
services program * was added to "[c]larif[y) that States nmay use
their Prevention Block Grant funds for | muni zation
services."®  Childhood inmunization progranms,' however appeared
to be clearly provided for under the old categorical grants.!
Specifically referring to |ow inmunization rates, the House Report
acconpanyi ng passage of the amendments!®? stated that "[a)lthough
national inmmunization rates remain high, for |owincone infants and
children, vaccinations against such preventable diseases such as
pol[% bIneasles, munps, and whoopi ng cough often are not readily
avai | abl e.

. The 1988 anendnents appeared to attenpt to exert sone
I nfl uence over how the states spent preventive health bl ock
money.!® These anendnents required states to specify and describe
the public health objectives they expect to attain with these
funds. Previously, states nereI% had to describe the prograns and
activities they were funding with the block grant nonies

~In 1992, Congress further extended and appropriated funds for
this program and anended its provisions to provide nore direction
over use of these funds.'™ These amendnents require states to use
block grant funds to meet Healthy People 2000 objectives

¥ The statutes states that this phrases includes inmunization
services for emergency workers against preventabl e occupational-
exposure disease such as hepatitis.

% H R Rep. No. 100-778 100th Cong., 2nd SessS., reprinted in
1988 U.S. Code Cong. & Ad. News 4167, 4226; H R Conf. Rep. No.
100-1055, 100th Cong., 2nd Sess., 6 reprinted in 1988 U.S. Code
Cong. & Ad. News 4167, 4231. See Sec. 317(a)(2} of the Public
Health Service Act. There is no information available describing
any shifts in funding- to determne if nore or |ess nonies went for
| muni zation programs prior to the consolidation

1 See § 317(a) (2), Public Health Service Act.

%2 No. 100-778

% For exanple, .the FY 1989 Report to Congress shows that
states directed significcantly nore funds to l|ocal” health agencies
under the block grant approach than under the categorical prograns,

but the reﬁort notes that states did not track the funds spent by
the local health agencies.

% p, L. 102-531
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Al 't hough no specific objectives were highlighted by Congress in
these nost recent amendnents, congressional intent that these funds
shoul d address immunization needs, as expressed during the 1988
amendments, is unmstakable. Wether the 1992 amendnments wl |
Eesult In increased state use of funds for immunizations remains to
e seen.

_ The agency nmay, however, have indirect methods available to
influence state allocation of funds, particularly in view of the
1992 amendnents that specifically incorporate the Healthv People
2000 objectives. For exanple, the Secretary is authorized to
provide technical assistance to the states for planning and
oPeratlng_act|V|t|es to be carried out with these funds. As part
of providing technical assistance, the PHS could point out the need
for immunization services, and show how such services may be nost
effectively V@rowded either directly or through referra

mechani sms. th such assistance, state nay be persuaded to
allocate funds for this purpose.
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PREVENTIVE HEALTH AND HEALTH SERVICES BLOCK GRANTS

Program name and statutory Preventive Health Services
citation 42 USC 300w
General program structure Gants to states, Indian

tribes to provide
"comprehensive preventive
heal th services, including
| muni zation services."

Specific authorizing provision|No
related to childhoo
| mruni zat i ons

Aut horized appropriations None

| evel Fiscal Year 1992

Fi scal 1992 appropriations $135 mllion

| evel

Specific authorized funding None

earmark for inmmunizations

Specific appropriations None.

earmark for inmmunizations

Adm ni stering agency HHS/CDC
Federal regulations 45 CFR Part 96
Agency CQui dance Yes, PHS Gant Admnistration

Manual , Part 500, 501.
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12. Stewart B. McKinne | | stan Act : L th [
for the Honel ess

~In 1987, Congress passed the Steward B. McKinney Homel ess
Assi stance Act that authorized a nunber of prograns designed to
rovide enmergency food and shelter, transitional and longer term
ousing, primary and nental health care services, education, job
training, and substance abuse services to the honmel ess and honel ess
families.'® As part of the McKinney Act |egislation, Congress
amended Section 340 of the Public Health Service Act (Pub. L. No.
101-645) to provide for the delivery of health care to the
honmel ess, specifically including funding for denonstration grants
to deliver conprehensive primary health services to honel ess
children'® and children at-risk for homelessness.!?

According to a study by the Urban Institute, 15% of the
hormel ess are children and 80% of all adults in honeless famlies
are single wonen with children.® The General Accounting Ofice
reports a one-day estimate of about 68,000 homel ess children under
16.'% Mpst homel ess shelters will not accept unacconpanied youths
and refer themto runaway shelters which may not offer the services
needed by children wth no hones from which to run away.'™
Because school attendance in this population may be as |ow as 43%,
these children may be at highest risk for inconplete
immunization.!” The HCH tprogram reports that anong one group of
honel ess children, one-fifth had inconplete irmmunization. ""

¥ Pub. L. No. 100-77, Title I, § 102, July 22, 1987, 101
Stat. 484.

w6  FEligible children are 19 years old and under. Regional
Program Gui dance Menorandum 92-4, Attachnment B, p. 4.

7 See 42 USC 256 et seq. (1992.) See Qutreach and Prinar

Heal th Services for Honmeless Children, 42 USC § 256(s) (1992).
"homeless individual" under the statute is defined as a person "who
| acks housing (w thout regard to whether the individual is a menber
of a famly), including an individual whose primary residence
during the night is a supervised public or private facility that
provides tenporary living accommodations and an individual who is
a resident in transitional housing." 42 USC 256(r)(2).

1% | bi d.
1 | bid.
| bid.
7 | bid.
71 bi d.
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a. HUD Prograns for the Honel ess

In 1990, Congress reauthorized and increased funding for
McKinney Act programs serving the honeless.'" ~ Aso,~ the
categorical programs set out in the original legislation were
revised because 1t was believed that this approach conprom sed the
ability of agencies to provide conprehensive, coordinated services
to this population.™ In addition, the original programs were
revised to reflect new congressional awareness that housing
prograns for special needs popul ations such as |owincome famlies
with children "nust be nore than bricks and nortar, .« MuS
include an appropriate package of supportive services. "  The
term "supportive services" is defined as including "child care"
"out patient health services." G antees nmay provide supportive
services directly or by arrangenent wt | ocal agencies.!
Neither the legislation nor the regulations specifically mention
| mmuni zations, however, the supportive services definition, as well

as the overall intention of the McKinney Act could readily be
interpreted as including such basic health care for this extrenely
hi gh-risk popul ation. Agency guidance does not address

i muni zation needs. A agency spokesperson indicated that few if
any grantees in this program seek funds to provide services other
than those directly related to shelter.

~ The Diversion of Public Housing Qperating Funds program"*

adm nistered by HUD, provides for the diversion of public housing
operational funding to residents for economc self-sufficiency
projects that might include health services. Under this program
residents may seek a waiver for use of funds for vacant public
housing units and use such funds for non-dwel|ing econom c self-
sufficiency programs. Agency guidance states that typical services
could include "child care facilities, adult day care ... and
ot her services Lof benefit to the residents] of the same nature may
be approved. *! Resi dents seeking the waiver, however, nust
anDuEtrate that the services they seek to fund are not available
el sewhere.

™ pyp, L. No. 101-625,

" g Rep. No. 101-316.

s | i d,

s 42 USC § 11362 (1992).

I 42 USC § 11362(16)(D) 1992.

™ 42 USC § 14379 (1992).
™ HUD, Public and Indian Housing Notice PIH 90-39 (PHA).
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b. HHS Programs for the Homel ess

The Health Care for the Honel ess gHCH) program and the
Qutreach and Primary Health Services for Honeless Children
Homel ess Children) 1s admnistered by the Division of Special
OP'UI ations Program Devel opnent within the Bureau of Health Care
Delivery and Assistance (BHCDA). Although the |egislation does not
SPeCI fically mention inmunization services, both statutory prograns
offer considerable potential to inprove immnization rates anmon
these populations. The grantees are required to provide "healt
services, " defined as including preventive health services and wel |
chil d services,™ at | ocations accessible to the honel ess. ™'
Grant preferences favor applicants who are health care
providers.!®

No regul ations have been pronulgated for these programs. The
agency guidance does not require that inmunizations be offered to
honel ess adults or children but requires grantees to "respond to
the preventive care needs of honel ess patients"™® and provide the
homel ess, either directly or indirectly, with "primary health
care."'® Gantees nust provide homeless children wth
"comprehensive primary health care services. "® The guidance
defines "primary health care services" as including "preventive
health services,” "well-child services."® The guidance for the
honel ess children program defines "conprehensive primary heal th
care" as including "preventive, episodic, and on-going care."¥

Basi ¢ expectations for health services delivery include 24
hour, 7 day-a-week availability to the extent possible, use of
mobi | e nedical units and medical teans that visit shelters and soup
kitchens, maintenance of medical and case managenent records, and

180 The statute refers to the definition set out in the
Comunity Health Center statute. See 42 USC 254c(b)(1).

B 42 USC § 256(f)(1) 1992,

B 42 USC § 256(c) (1992).

B Regional Program Qui dance Menorandum 92-4, p. 9.
% Regional Program Qui dance Menorandum 92-4, p. 8.
42 USC 256(s) (1) (A) (1992).

1% ] bi d.

¥ Regi onal Program Qui dance Menorandum 92-4, Attachment B, p.
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a staff experienced and trained in delivery of primary care.®
Grantees are expected to Brow de for continuity of nmedical care for
honel ess children at stable locations, W th Toutine schedules by
the sane nedical team.'¥

In one instance, the honeless children program gui dance
specifically addresses inmmunization need in terns of needs
assessnent and states that applications should obtain data on
inconplete inmmunizations in this population. G ant ees nust
maintain nedical records that includes primary care, denographic
and other pertinent information and devise a method for tracking
these children regardless of a change in shelter |ocation or other
| iving arrangement.'®

168 Regi onal  Program Cui dance Menorandum 92-4, p. 12;
Attachment B, p. 9.

1 Regi onal Program Cui dance Menorandum 92-4, Attachment B, p.

14. at p. 11.
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STEWART B. McKINNEY HOMELESS ASS|I STANCE ACT

Program nane and statutory
citation

Provide housing and supportive
services to homeless and their
famlies.

42 USC § 11301 et seq.

CGeneral program structure

Gants to states, |ocal
governnents, Indian tribes,
non-profit orgs. to fund a
variety of prograns prinarily
devoted to providing housing
assistance. Some of the
progranms include provision of
supportive services including
"heal th care" and "out pati ent
heal th services."

Speci fic authorizing provision|No

related to immunization

Aut horized appropriations About $690 mllion for all

| evel Fiscal Year 1992 housi r_1c11 assi stance prograns,
$30 nillion for costs of
supportive services not
covered by other funds under
this statute--$1Q,000 limt
per grant on funding for
outpatient health services.

Fiscal 1992 appropriations About $450 million for housing

| evel and supportive services.

Specific authorized funding No

earmark for 1mmunizations

Specific appropriations No

earmark for 1nmmunizations

Adm ni stering agency HUD O fice of Special Needs

Assi stance Programs

Federal regulations

24 CFR 90, 577-579; 34 CFR
425,441; 45 CFR 12, 1080

Agency CQui dance

Gant applications request
information on provision of
"medical care;" but no

specific qui dance
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HEALTH

SERVI CES FOR THE HOVELESS

(McKinney Act of 1987)

Program nanme and statutory
citation

Del i very of ﬁrirrary heal t h

services to homel ess
individuals. Specific program
for outreach and primary
health services for homel ess
chil dren.

42 USC § 256

CGeneral program structure

Gants to public and nonprofit
entities (includi nP sone
children's hospita sC} to
provide outreach an
‘conprehensive primary health
services for honel ess
children, including rural
children and children at
"imm nent risk" for

homel essness; includes such
services to be provided by
"nobi | e nedical units.®

speci fic authorizing provision
related to childhood
| muni zat i ons

By inplication. Statute
states that the term "primry
heal th services" shal |l have
the sane nmeaning as that given
the termin 42 USC 254c(b) (1)
whi ch includes "services of
ﬁhym cians, " "preventive

ealth services," and "well
child services."

authorized appropriations

$5 nmillion each year for

| evel , Fiscal 1992 and 1993 honel ess children's prograns
Fiscal 1992 appropriations $56 million for overall

| evel program

speci fic authorized funding No.

earmark for inmmunizations

specific appropriations No.

earmark for inmuni zations

Adm ni stering agency

HRSA with N AAA and N M

Federal regul ations

45 CF.R Parts 74 and 92
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Agency gui dance Yes, Regional Program Quidance “
| Menorandum 92-4

I'1-73



OPERATI ON COF LOW | NCOVE HOUSING .PROJECTS ( DEPROGRAMM NG

OF UNITS)
Program nane and statutory Qperation of LowIncome
citation Housing Projects
42 usc § 1437g
CGeneral program structure Qperation of [owincone public

housi ng; statutory provision
permts certain housing units
to be taken out of residential
use and the operating funds
diverted for econom Cc self-
sufficiency uses that could
include health care services.

Specific authorizing No
provisions relating to
chi l dhood i mmuni zati ons

Aut horized appropriations Such sums

| evel , Fiscal 1992

Fiscal 1992 appropriations 2.5 billion (for entire low-

| evel I ncone housing progran

Specific authorized funding No

earmark for immunization

Specific appropriations No

earmark for immunizations

Admi ni stering agency HUD O fice of Resident
Initiatives

Federal regul ations 7 CFR § 226

Agency gui dance Yes, Public and Indian Housing

Notice PIH 90-39 (PHA)
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13. | ndian Health Service Proarans

The Indian Health Service, an agency within the U S. Public
Heal th Service, administers several prograns that provide and pay
for immunizations for Native Americans. The agency's princi pal
activities involve the direct provision of care th?louglf) Service
facilities, as well as purchasing services from contract providers
| ocated in urban and rural areas to care for Native Americans who
do not have access to direct Services through the IHS.™ In 1992
a three quarters of a mllion Native Americans reportedly were
assisted through |HS admnistered prograns.

Statutorv and Aaencv Standards for |HS-Funded Providers

Federal |aws governing Indian health progranms specifically
authorize the Secretary of Health and Human Segp¢i186€, in
admnistering health services prograns, to use funds appropriated
to the IHS for preventive health activities™. The hj hes}
priority is to be placed on tribes with the greatest proportion o
‘health resources deficiency" (i.e., the greatest |evels of unmet
htea}ltth need)!® The term "preventive" is not defined in the
statute.

. Regul ations issued b the IHS specificall i denti f

| nmuni Z%IIOH_S as a type of yserV| ce that rraF;/ e fi naXced %et tI He
facilities with IHS appropriations.' But the rules do not require
all IHS hospitals and clinics to offer immunizations. Nor do the
rules require contract providers furnishing services to Native
Americans in urban and rural conmunities to provide inmmunizations
as a basic primary care activities.*% Thus, while |HS authorizes
the expenditure of funds for inmmunization activities, the on-site
availability of immnization services for Native American patients
of all ages is not a basic requirement for all IHS providers of

B 25 USC §§ 1621 and 1651-1658 (1992).

B 25 usc § 1621(a).

%25 USC § 1621(b) and (c)(1992)

% 42 CFR § 36.11(a) (1991).

% 42 CFR § 36.11 (b) and (c). The rule specifically provides
that "the Service does not provide the same health services in each
area served. The services provided to any particular Indian
Community will depend on the facilities and services available from

sources other than the Service and the financial and personnel
resources made available to the Service." § 36.11 (c) (1991).

42 CFR §§ 201 mtoseq ands3p0 eetrséq floy mi ni mum
service requirenments for contract providers.
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primary health care.

As a practical mtter, while immnization services are not a
requirenment for all IHS-funded primary health care providers,
Service officials appear to expect that immunizations wll be
wi del offered to Native Americans through the |HS system
Not ably, though, the Service's own |ndian Health Mnual  never
specifically nentions inmunizations in Tts chilTd health section.

~The IHS Manual provisions governing maternal and child health
services instruct providers furnishing "well-child® care to foll ow
the Quidelines for Health Supervision issued by the Anerican
Acadeny of Pediatrics.’ However, the AAP Cuidelines (which are
reprinted in the IHS manual) refer only generally to the ages at
which children are to be immnized. These general Quidelines do
not specify which vaccines are to be given at” which &age rniervals;
the nore specific AAP instructions on inmunizations are not
i ncl uded in the Guidance. Nei ther are the CDC Standards on
| muni zation Practice 1ncluded.

Rel ati onshin Between the | HS Proaram and Medi caid

Native Anericans are perhaps the single nost underinsured sub-
popul ation in the United States. The very scarce resources which
the IHS has to work with nakes coordination with other sources of

health care financing inperative. Yet IHS regulations do not
require that all dprovl ders assisted through the |HS progranms
participate in Medicaid. Such a requirenent would virtually

guarantee a source of inmunization financing to the IHS (not to
mention financing for other health services) for |arge nunpers of
Native American children.

~ Moreover, even where |IHS pediatric providers participate in
Medicaid, no IHS rule requires all primary care providers to
furnish Early and Periodic Screening D agnosis and Treat nment
(EPSDT) services, the special package of Medicaid benefits for

Medi caid enrolled children under age 21. |mmunizations are a
mandat ory EPSDT service which nust be paid for by all state
Medi cai d programs.™ Were all |HS primary care providers to not

only participate in Mdicaid but also to furnish Medicaid EPSDT
services, imunization services would, by definition, be available
t hroughout the Service's prograns.

99 |ndian Health Manual, Part 3, Ch. 13 (April 23, 1990).

8 42 USC § 1396d(r) (1) (1992).
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Access to Vaccines
The IHS reports that a high proportion of Native American two-
year-olds (between 85% and 90% are fully inmunized agai nst
preventable disease. This figure conpares highly favorably --
Indeed, they are nore than double the imunization rates -- for
two-year-olds living in inner cities.! These estimtes nay
overstate the immunization status of Native American children,

however, since they reflect the status of children treated by
Service facilities rather than by contract providers.?®

_ Wil e the imunization data for Service facilities are
impressive, officials indicate that vaccine supply has been a

probl em Oficials report that in nmost instances vaccine is
provided by the state health agencies in which the IHS facilities
are | ocated. But at |east one state health agency refuses to

supply IHS sites with vaccines, (presumably because its own sites
re experiencing shortages). Mreover, nmny state health agencies
experience routine shortages. As a result; IHS facilities may be
exposed to vaccine shortages.

The IHS is eligible thgurchase vacci nes directly fromthe
manuf acturers through the bul k purchase contract.® However,
it appears that the |IHS buys vaccines for its sites through the
contract only as a last resort -- that is, only if state health
supplies are not forthcomng. Wile this policy may be consistent
W th the need to maxi mze resources (state vaccines may be
furnished free-of-charge) it means that the Service may be unable
to assure its facilities and contractors a steady supply . of
vaccine. \re contractors to be supplied directly by the Service
stronger vaccine expectations nlﬁht be reasonable. The IHS
purchasing policy also means that the agency nay be vul nerable to
the particular purchasing priorities of a specific state health
agency, even though Native Anerican patients may be vulnerable to
38e0|¥|c vacci ne-preventabl e illnesses.

% "Access to Childhood Immunizations",op. Cit. The NVAC
reports that in a CDC study of inmmunization status, conducted
between 1985 and 1986, of two-year-olds living in central cities,
only between 27% and 40% were fully imunized by age two. These
figures preceded the introduction of HB and Hepatitis B, both of
which necessitate additional injections of infants and toddlers,
thereby potentially pushing full-imunization rates even |ower.

. 200 |HS of ficials indicated to the authors that they were
without the legal authority to require contract providers to
furnish immunization' services. It is therefore not possible to know
if all or most children in contract care are inmunized.

o See Chapter 10, _supra.
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INDIAN HEALTH PROGRAMS

Program name and statutory
citation

Indian Health Care
25 USC §1601 et seq.

CGeneral program structure

Series of provisions
authorizing the Secretary to
directly provide or purchase a
range of health services for
Nat've Anmericans. Prograns
codified at Chapter 16 of the
Public Health Service Act
include direct service

ﬁro ranms to inprove Indian
ealth status, health
pronotion programs and
contracts wth urban
tribal health care

or gani zati ons.

and

aut hori zi ng
related to
| mmuni zat i ons

Specific
provi si ons
chi | dhood

No: inplicit in authority to
Secretary to provide and pay
for preventive health

servi ces.

Aut hori zed

_ appropriations
| evel s Fisca

Year 1992

v

$20 mllion for Indian health
ber vi ces; $500,000 for health
pronotion activities, $6

mllion for contract services.

Fi scal

1992 appropriations
| evel

$19.6 mllion for Indian
heal th services; $3 mllion
for health pronotion
activities; 0 for contract
Servi ces.

Speci fic authorizing earmark
for'immuni zations

No

Specific appropriations
earmark for inmmunizations

No

Adm ni stering agency

| ndian Health Service

Federal regulations

42 CFR § 36.1 et seg.

Agency gui dance

No specific discussion of
| mmuni zations in agency

manual .
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14. Native Hawaiian Health Care .

. The Native Hawaiian Health Care program was originally enacted
In 1988. The purpose of the Act is to assure the availability of
conprehensive health pronotion and disease prevention services for
Nat i ve Hawaii ans. The Act requires the devel opnent of a
conprehensive nmaster health plan for Native Hawaiians in order to
assure health promotion and disease prevention. The Secretary. is
then authorized to make grants to Hawaiian health centers, Native
Hawai i an organi zations, and other public and private non-profit
entities for the provision of certain services: outreach, health
education, and a series of primary health services, including
| mruni zati on services.®

In structure, the service delivery provisions of the Act nost
closely resenble the comunity and mgrant health centers prograns
in their statutory service specificity. |n 1992 a total of-----
providers received Native Hawaiian Health Care grants. O' these
al so received funding under the commnity health centers program

The Native Hawaiian program is admnistered by the Bureau of
Health Care Delivery Assistance (BCHDA), wthin the Health
Resources and Services Administration. This is the same Bureau
that admnisters the health centers programs. Thus, the quidance
and standards for inmunization proactive which BCHDA follows in
adm nistering the health centers prograns presunably also apply to
Nat i ve Hawaiian prograns that are not already BCHDA grant
recipients under another funding authority.

As with health centers prograns (and consistent with the
stat_utor?/ structure of the Act) inmunizations are a required
service for all Native Hawaiian grantees. * Furthernore, as wth
health centers, all Native Hawaiian grantees nust participate in
Medicare and Medicaid.  Thus to the extent that Medicare and
Medi caid pay for immunization services, these funds can be used to
suppl enent the special grants received.®™

2 42 USC § 11703 (c) (1) (D) (1992).

2 Bureau of Primary Health Care, Program Gui dance: Health
Care for Native Hawaiians (August, 1992) p. I0.

24 |t should be noted that, as discussed in the ERISA chapter
above, Hawaii is the only state in the country that currently
requires insurance coverage for all residents, éither through an
enpl oyer plan or through a public program The extent to which
private plans pay for inmmunization services would be governed by
state I_zawv, which sets mninum standards for all insurance provided
to residents.
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Li ke other HRSA-adm nistered |orogra_ms, Native Hawaiian clinics
potentially are eligible for all mnedically necessary vaccines
pur chased by HRSA at the CDC contract price.? There is no
Indication that Native Hawaiian clinics receive inadequate amounts
of vaccines from the state health agency, however.

25 See discussion in Chapter 10.
[1-80



NATIVE HAWAIIAN HEALTH CARE

Program nane and statutory
citation

Native Hawaiian Health Care
42 USC § 11701 et _seaq.

General program structure G ants to develop a Native
Hawai i an conprehensive health
care master plan and to fund
Native Hawaiian health centers
for conprehensive health
pronotion and disease
prevention services.
ﬁgallfled grantee entities are

tive Hawaiian Heal th
centers, Native Hawal I an
organi zations, and public and.
private non-profit health
provi ders.

Specific authorizing Yes. 42 USC § 11703(c)(l)(D

provisions related to specifically identifies

chi I dhood i mmni zations I muni zations as a mandatory
Sservi ce.

Authorized appropriations, $10,000,000

| evel Fiscal Year 1992

Fiscal 1992 appropriations $3.596 nillion

| evel

Specific authorized funding | No

earmark for immunizations

Specific appropriations No

earmark for inmmunizations

Admi ni stering agency Heal th Resources and Services
Adm ni stration, Public Health
Servi ce.

Federal regul ations No

Agency gui dance

Gui dance specifies that

| muni zations are required but
no specific content
requirenents.
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15, Public Housins Primarv Care

Thi's program #0| ntly admnistered by BHCDA and the Ofice of
Mnority Health, funds projects to develop responsive primry
health "‘care delivery systens for residents of public housing
developments.?® Health 'services may be delivered directly or
through contracts. Service delivery nodels are expected to be
conprehensive and to address the special health probl ens that
affect famlies and children living in public housing.® Program
oal s SﬁeCI fically include provision of inmunization services.

though the statute itself is silent regarding inmunization

services, agency guidance states that grant applicants are rec%uired
to provide preventive care services including inmunizations. *® The
gui dance, however, does not specify age groups® or types of
|mT%Jn| zlatlon services nor makes any réference to CDC immunization
protocol s.

_ Through the use of denonstration grants, this programis
intended t0 support innovative, conmunity-based programs Tor the
delivery of conprehensive outreach, primary health and referral
services to honel ess children™ and children at inminent risk™
for honmelessness and their parents/guardians at |ocations
accessible to this group. Eligible applicants are private non-
profit and public agencies and children's hospitals.

% 42 USC s 256a (1992).
¥ Regi onal Program Gui dance Menorandum 92- 24,
28| bid.

® (yantees are required to file annual reports that include
separate information cat egsorl es for immunizations services provided
to children fromO2 and 3-6.

20 Regional Program Guidance Memorandum 92-4 defines "children®
as those age 19 and under.

% Regional Program Guidance Memorandum 92-4 describes children

at "immnent risk" of honel essness as including: _ _
(1) children living in precarious housing situations, e.g. in

a famly which is in unstable or inadequate housing; o

(2) children in foster care systems who have difficulty

accessing health services; _ _
children living with relatives or other adults not their
parents,
(4) unattached adol escents.

m 42 USC s 256(s)(2).

|'l-82



The service delivery nust be fully integrated through
coordination of care and case nanagenent, an essential conponent of
this program Case managenent |Is described as a process for
integrating health care and other social and support services for
honeless children and their famlies that includes input from each
nenber of the health care team including physicians, nurses, socia
workers, case nmanagers, outreach workers, nutritionists and

others.?

M3 Regional Program Quidance Menorandum 92-4,
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PTIRLLC HOUSING PRIMARY CARE

Program name and statutory
citation

Public Housing Primary Care
PHPC) al so known as Health
rvices to Residents in

Public Housing

42 USC 256a

General program structure

Grants to provide, directIK or
by contract, prinmary healt
services, including health
screening, health ~counseling
and education services at
Fublyc housi ng devel opments or
ocations immediately
accessible to these residents

Specific authorizing
provisions relating to
| muni zation services

By inplication. Agency
gui dance requires granfees to
provi de inmunizations.

Authorized appropriations Such suns

| evel, Fiscal 1992

Fiscal 1992 appropriations $6 mllion

| evel

Specific authorized funding No

earmark for inmunizations

Specific appropriations No

earmark for inmunizations

Adm ni stering agency HHS/BHCDA /OMH
Federal regulations None

Agency gui dance

Yes, Regi onal Program Gui dance
Menor andum 92- 24
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16. Head Start Programs
a. Head Start

The Head Start prqqram provides grants to local agencies to
devel op conprehensive child devel opnent “services to children in |ow
income famlies who have not yet reached the age for conpul sory
school attendance. In 1992 infants, toddlers and children were
served by Head Start. O these, 0n|.¥ a small proportion are under
age 2. However, mami/1 Head Start children have younger siblings in

at is perhaps the nost crucial age range for immunization
servi ces.

Along with WC and child care prograns, Head Start is of
paranmount inportance because it is one of the few |arge federal
programs that reaches preschool age children, and their siblings
and other faml menbers in organized settings in which
i mruni zations and other preventive health services can be
furnished. The crucial developmental time period that Head Start
serves, along with its broadly defined mssion to address the
health,  educational, nutritional and social servi ces of
econom cally disadvantaged children™ nmkes the program a
Iﬁulndchpad of any systematic federal effort to inmmunize young
children.

- Head Start funds are targeted on the most at-risk children.
Addi t_|qnaII?/, certain subpopul ations of poor children are
specifically targeted for head Start. These include m grant
children and Native Anerican children. Additionally, a special
denonstration between Head Start and the United States Departnent
of Housing and U ban Devel opnent provides $4.8 nmillion for 17 Head
Start grants to devel op programs in public housing for infants,
toddl ers and children ages 3 to 5.

The Head Start programis admnistered by the office of Human
Devel opnent Services wthin the Department of Health and Human
Services, Admnistration on Children and Famlies. Federal
I mpl ement | n% regulations set forth conprehensive requirenments
regarding the health services which all grantees nust provide.
These services include a "broad range of medical, dental, nental
health and nutrition services to preschool children, including
handi capped children, to assist the child s physical, enotional
cognitive and social devel opment toward the overall goal of social
competence.?® Grantees are also required to pronote preventive

24 42 USC § 9831

25 45 CFR § 1304.3-1 (1992).

2 45 CFR § 1304.3-1(a) (1992)
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heal th services and early intervention.?’

Prograns specifically are required to furnish the follow ng
health services:

0 health assessments which include assessnent of
current immunization status 2%;

0 nmedi cal examnations #°.and

0 heal th education.?®

Add[tiona]kgﬂ grantees nust provide for treatment and fol | ow
up Services ich specifically include "conPIetion of al
recommended immunizations.” While federal regulations require
that all recomended immunizations be furnished, the rules have not
been updated to include either H B or Hepatitis B vaccinations.

Gui dance furnished to the authors by the Head Start Bureau in
July, 1992, as a supplement to the regulations is dated June, 1988,
and therefore aﬁgarently had not yet been updated to include these
two vaccines. wever, agency official indicated that updated
gui dance would be sent to grantees prior to the beginning of the
school year. Program performnce standards now being drafted by the
agencies provide that all grantees nust provide or arrange for the
conpletion of all recommended immunizations of the Public Health
Service Commttee on |nmunization Practice (ACP). Presunmably the
standards wi || describe what these standards entail, since many
grantees may be unaware of the addition of the two vaccines and ny
al so be unaware of the exact schedule for immunizations,

The enphasis on parental involvenent means that the health
education conponent of Head Start offers an excellent opportunity
to inform famlies about the inportance of imunizing children and
the need to vaccinate children numerous tines in order to assure
conplete immnization status. The health education program al so
could be used to explain to famlies the risks and benefits of
| muni zation, address concerns parents mght have about the safety
of vaccines and to help famlies be aware of potential reactions to
vacci nes.

41 45 CFR s 1304.3-1(b) (1992).

26 45 CFR § 1304.3-3 (b)(8) (1992).

29 45 CFR § 1304.3-3(c) (1992).

20 45 CFR § 1304.3-6 (1992).

2 45 CFR § 1304.3-4(a)(2) (1992).
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b. Head Start Transition

Li ke Head Start, the Head Start Transition" and Follow
Through" prograns are designed to furnish conprehensive
educational, health, nutritional, social and other services to
children previously enrolled in Head Start or simlar "quality
preschool progranms. "2 The programs are to be focused on children
I n kindergarten and prinmary grades who cone from | ow incone
famlies. Gantees are specifically authorized to furnish services
during times when schools are not in session and in sites other
than schools. As with Head Start, the Transition and Fol | ow Through
prograns require a high degree of parental involvenent.

Specific | ssues

1. Funding an on-sSite vaccination program: The federal governnent
requires that Head Start funds not be used for immnizing children
unl'ess no other funds are available. Options open to a Head Start
agency include referring children to sources of free or reduced
cost vaccination services or devel opi n?_ an inmmuni zation program on-
site. The latter approach may be particularly useful in assuring
that children in fact conplete thelir immunization services and as
a means of reaching the siblings of Head Start children.

In order to financing an on-site vaccination program as well
as pa?/. for the cost of furnishing other preventive health services,
significant funds nust be secured. The ideal source of financing is
Medi cai d, since , under the recent program expansions, virtually
all Head Start children will be entitled to coverage. Medicaid
coverage for children entitles themto a conprehensive set of
heal th benefits known as Early and Periodic Screening Dia(];nosis and
Tr eat nent (EPSDTE) services. As discussed at greater Tength in
Chapter 6, EPSDT covers conprehensive health exans, ealth
education, inmmunizations and assistance in providing or arranging
for needed health care.

State Medicaid prograns could arrange for out-stationed
enrollment in Medicaid at Head Start programs.” Service coul d
then be provided by a nurse or md-level practitioner enployed by
a Head Start agency or by a health professional enployed by another
agency (such as a |local health departnent or corrrrunltkjhheal_th
center) who furnishes care on-site and is reinbursed by Medicaid.

2 42 USC § 9855a(1)
2 42 USC § 9861
24 42 USC § 9861.

= See Chapter 6 for a discussion of out-stationed
enrol | ment.
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Cooperating physicians in private practice also could furnish care
in Head Start |ocations.

A survey conducted by the Children's Defense Fund in 1991
reveal ed that anmong 49 reporting states and the District of
Columbia®® |ess than half specifically recognized Head Start
agencies as qualified EPSDT screening providers. Moreover, while
V|rLuaIby all Medicaid Prograns,pay for EPSDT services when
furnished by staff of health agencies or health centers, HCFA has
taken the position that services furnished by staff enployed at
clinics is not reinbursable as a clinic service when furnished off-
site. It is inportant that HCFA anmend this policy to specifically
exenpt health centers and | ocal health agencies from this
restriction.?

HCFA and the Head Start Bureau could issue joint guidance to
all grantees and to Medicaid agencies detailing procedures for
paynent for EPSDT assessment and immunization services at Head
Start prograns. Additionally, HCFA could devel op out-stationed
Medi caid enrol | ment guidance for Medicaid agencies that uses head
Start agencies as a nodel.

2. I'mmuni zation and Medicaid enrollnment for siblings and
preunant wonen in Head Start famliies: Al Head Start prograns
could provide 1munization and assessnment services not only to
enrolled children but to the pregnant wonen and siblings of
enrol | ees. Additionally, outstationed Medicaid enrollment coufd be
offered to all pregnant women and children in Head Start famlies.

26 (Georgia did not respond to the survey.

27 The prohibition against of-site clinic services is inplied
by HCFA from the definition of "clinic services", which is
contained in the Medicaid statute itself. 42 USC § 1396d(a) (9).
However, the statutory |anguage which (according to HCFA) gives
rise to this limtatiion pertains only to certain clinics. The
statutory provisions creating the féederally qualified health
centers prograns (which covers all federally funded and certain
other community health centers), as well as the provisions allow ng
rei nbursenent for services of | ocal heal th agencies, are found in
a different section of the statute. - Therefore, the prohibition
agai nst off-site services does not appear to apply to these
providers. HCFA should thus clarify that where off-site providers
are enpl oyees of health departments or health centers, Medicaid
rei nbursement may be clained in non-clinic settings. |n the case of
physicians, the limtation does not apply.
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3. Mnaaed care and Head Start: Wth increasing frequency,
children enrolled In Head Start will be enrolled In Mdicaid
managed care arrangenents. These arrangenents specify that sone or
all services covered by Medicaid state plans (including EPSDT
services) must be provided through the nmanaged care plan providers.

It is extremely uncommon to find nmanaged care plans that sub-
contract with Head Start prograns %or clinics serving head Start
programs, as many do) to furnish EPsDt in these alterative
settings. It is not unconmon for Head Start agencies to experience
difficulty in getting pronpt appointnents for children with their
managed care plans.

~ An extrenely inportant activity for HCFA, therefore, is
gui dance to states on expected relations betwen Head Start and
managed care. Al'l managed care plans should be encouraged to
arrange for the provision of on-site services to Head Start
children through sub contracts with Head Start prograns to offer
on-site services. Additionally, plans should be required to nake
check-up and imunization appointments pronptly available to Head
Start (and other child care) prograns.
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HEAD START PROGRAMS -

Program nanme and statutory
citation

Head Start Prograns
42 USC § 9831 et sea.

CGeneral program structure

Fi nanci al assistance to Head
Start agencies for the

rovi sion of "conprehensive
ealth, nutritional,
educational, social, and other
services" to aid pre-school
age children "attain their
full potential."

Specific authorizi n? No.

provisions related to

chi | dhood i nmuni zati ons

Aut horized appropriations $4.273 billion.
| evel Fiscal Year 1992

Fi scal 1992 appropriations $2.202 billion.
| evel

Specific authorized funding No.

earmark for immunizations

Specific appropriations No.

earmark for inmmuni zations

Adm ni stering agency

DHHS, ACF, ACYF

Federal regulations

45 CFR § 1304 et seq.

Agency gui dance

Yes, Head Start Program
Performance Standards (DHHS
Publ i cation No. éACFH%)S92-
31131; DHHS, ACYF, ,

| nformati on Menorandum of June
3, 1988, "update to Current
Head State |rmmunization
Policy"
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HEAD START TRANSI TI ON PRQIECT

Program Name and Statutory
Citation

Head Start Transition Project
42 U. S.C. 9855 et seq.

CGeneral Program Structure

Provide funds for
denmonstration projects by Head
Start agencies, parents, |ocal
educational agencies to
devel op successful strategies
for provision of continuing
conprehensive supportive
services to |owinconme
children entering kindergarten
up through grade 3 to
determne it provision of such
services nmaintain and enhance
the benefits attained by Head
Start children.

Specific authorizing
provisions related to
chi | dhood inmuni zations

Yes, "supportive services"
statutorily defined to include
"immunizations."

Aut horized appropriations $20 nmillion
| evel Fiscal Year 1992

Fiscal 1992 appropriations $20 nmillion
| evel

Specific authorized funding No

earmark for immunizations

Specific appropriations No

earmark for inmmuni zations

Adm ni stering agency

DHHS, ACYF, ACF,

Federal regulations

45 CFR 1301-05

Agency gui dance

Yes. Program Announcenent No.
ACYF- HS- 93600. 91- 3.
Availability of FY 1991 Funds
and Request for Applications;
Head Start/Public School Early
Chi I dhood Transition
Denonstration Projects.
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FOLLOW THROUGH

Program name and statutory Fol | ow Through
citation 42 USC § 9861 et seq.
CGeneral program structure Project grants to school

boards, Tlocal education
agencies (LEAs), other eligible
organi zations, to assist in
meeting costs of conprehensive
education, health, nutrition,
parental invol vement, other
services for |owincone
children in kindergarten
through grade 3, who have
participated in Head Start or
conpar abl e pre-school prograns;
e|IPIb|e organi zations may
include public or private non-
profit entities including

col l eges and universities
capable of reaching children,
such as those in private
school s, that the LEA does not
reach; priority for projects in
school s qualifying for federa
funding for educationally

di sadvant aged students (‘Chapter

I).

Specific authorizing By inplication only; projects
rovisions related to child- |[are to provide conprehensive
ood i nmuni zations services, including health.

Aut horized appropriations Such suns as may be necessary.

| evel Fiscal Year 1992

risc?l 1992 appropriations $8.6 mllion
eve

Specific authorized funding No.
earmark for 1mmunizations

Specific appropriations No.
earmark for inmunizations
Adm ni stering agency Ofice of Elenentary and

Secondary Education, Departnent
of Educati on.

Federal regulations 7 CFR § 215 et seq.

Agency gui dance No.
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17. Adol escent Famlv Life

The Adol escent Fam |y Life programwas enacted in 1981 to
address the problens of teenage sexual behavior and pregnancy.***
The program funds denonstration projects to prevent adol escent
pregnancy and assist pregnant adol escents and adol escent parents.
A 1992 HHs/AFL Fact Sheet states that "i5,000 pregnant and
parenting adol escents and their famlies are served each year by
AFL care projects."

Wiile the primary focus of the program is prevention services
to reduce teen pr_e?nancy, the statute clearly contenplates
provision of a variety of health services including "primary and
preventive health 'services" to adolescents and ‘their
families.?®" The statute al so accords priority to applicants that
propose to | ocate AFL facilities in "primary health care
centers. "#! The statute does not specifically address inmunization
needs but authorizes the Secretary to determne specific services
grantees are to provide.® No regul ations, however, have been
promul gated for this program The agencg/ has recently issued
gui dance for grant applicants in which the Secretary specified that
grantees nmust provide 10 required services to clients.® Although
these services include "primary and preventive health services,"
there is no specific mention of imunizations. The grant guidance
al so advises that services to adolescents™ and their children
should continue for two years after birth, a period during which
I mmuni zations could be provided.

funded 57 care and prevention prograns and 6 research projects wth
sites in 30 states and Puerto Rico.

228 42 USC § 3002 et sea. (1992). In fiscal year 1991, AFL

2 42 USC § 300z-1(4) (c). (1992).
20 The statute defines a person eligible for these services

as "a pregnant adol escent, an adol escent parent, or the famly of
a pregnant adol escent or an adol escent parent." 42 USC § 300z-

1(a)(2) (A) (1992).
2L 42 USC § 300z-4(a) (4).
2 42 USC § 300z-1(5)-(7) (1992).

#3557 Fed. Reg. 3506 (January 29, 1992).

24 The grant guidance defines the population eligible for AFL
services as "pregnant adol escents and adol escent parents under 19,
]Ierrpha5|s to be placed on those 17 years old and younger], their
amlies, and young fathers and their famlies."
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VWil e this Federal program has considerable potential to
address imunization and is targeted at a population likely to be
at high-risk for lack of imunization, it is unfortunate that there
are no regul ations or guidance requiring grantees to screen and
provi de inmunizations.

There are several broad statutory and regulatory provisions
that expressly or inpliedly refer to health care needs of teenage
parents, their children and famly nenbers. In addition, the
statute explicitly recognizes that wa wide array of educational,
heal th, and supportive services are not availabl'e to adol escents.
. or to their famlies, or when available frequently are
fragmented and of limted effectiveness."® Another
provision states that' "Federal policy therefore should encourage
t he devel opment of appropriate health, educational and soci al
services."

Thus, it appears that funds available under this program coul d
be used for direct or referral provision of childhood imunization
and grantees service clients likely to be at high-risk for lack of
| muni zat i on.

242 USC § 300z(9).
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ADOLESCENT FAMILY LIFE PROGRAM

Program nane and statutory
citation

Adol escent Fam |y Life (AFL)
Program
42 USC § 3002 et seq.

CGeneral program structure

Provides funds for
denonstration and research
Pij ects to devel og strategies
0 ‘address the problenms of

t eenage sexual Dbehavior and
pregnancy and provide services
to pregnant and parenting

adol escents and their

fam | ies.
Specific authorizing No.
provisions related to
chil dhood i muni zati ons
Aut horized appropriations None.

| evel Fiscal Year 1992

Fiscal 1992 appropriations
| evel

$7.761 mllion.

Specific authorized funding No.
earmark for inmmunizations
Specific appropriations No.

earmark for inmuni zations

Adm ni stering agency

DHHS/ O fice of Adol escent
Pregnancy Prograns (QAPP).

Federal requl ations

None.

Agency gui dance

Yes, Application Kit for AFL
Denonstration Program Gants.
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18.  Fanmilv_Planning Services

Congress enacted the Famly Planning Services and Popul ation
Research Act of 1970 to assist persons in obtaining the information
and neans to exercise personal choice in determning the nunber and
spacing of their children. The proc[}ram_awards grants to public and
non-profit state agencies to establish projects that provide
educational, and conprehensive nmedical and social services
necessary for adequate fanily planning® serves adults and
adol escents. Lowincone individuals receive free services, other
clients pay according to a fee 'schedule based upon ability to
pay.® In 1989, 4,000 clinics received funding under this program
and 4.3 nillion persons received services.?

. This program has the potential to address and pronpte
i muni zation for clients of famly planning clinics even though its
primary focus is upon reproductive and contraceptive services.
Agency program gui dance states the following:®

For many clients, famly planning Tprograrrs

are their only continuing source of health
information and medical care. Therefore,

while nost of the client services will
necessarily relate to fertility regulation,
fam_lg pl anning prograns, should, whenever
possible, provide health naintenance services
such as screening, imunization, and general
heal th education and counseling directed toward
health pronotion and disease prevention.

~However, it is not clear whether famly planning clinics could
provi de imunizations to infants and children of clrents. There is
no specific definition of the intended service population jpn the
statute, the regulations or the agency guidance.

B 42 CFR s§§ 59.1, 59.3.

B 42 CFR § 59.5(7), (8).

# H Rep. No. 101-999, 101st Cong., 2d Sess. 204 (1990).
Service, Homlth ey cos A i St e T Buren | of SCormani 15 eal {h

Services. Proaram Guidelines for Proiect Grants For Fanilv Pl anning
Service, p. 14.
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FAM LY PLANNING SERVI CES

Program name and statutory
citation

Popul ation Research and
Voluntary Famly Planning
Progr ans

42 USC § 300

General program structure

Gants to public and private
nonprofit tamly planning
services agencies to provide
a "broad range of acceptable
and effective famly planning
met hods and services."

Specific authorizing
provisions relating to
chi | dhood i mruni zati ons

No.  Agency guidance, however,
states that for many clients
famly planning services may
be only health care source so
that health maintenance
services including screening,
education, and "inmunization,
shoul d be provided to pronote
health of clients and "their
infants and children."

earmark for inmmunizations

Aut horized appropriations None

| evel , Fiscal 1992

Fi scal 1992 appropriations $150 mllion
| evel

:Specific authorized funding No

earmark for immunizations

'Specific appropriations No

/Adm ni stering agency

DHHS, O fice of Population
Affairs

IFederal regulations

42 CFR § 59

Agency gui dance

Yes, Program CQuidelines for
Proj ect ants For Famly
Pl anni ng Services
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19. community Service and Conmunitv Development Bl ock G ant

The Conmunity Service Block Gant program authorizes grants to
state Community Action Agencies to aneliorate or elimnate poverty.
The statute permts grantees to offer a wide range of services
including the "need for health services." Thus, grantees could
provide inmuni zation services under this program  The statute
expressly precludes the Secretary from prescribing how states use
these funds, however. There are no regulations governing this
program ot her than the rules a,opl ying to all PHS bloCk grants at 45
CFR 96. There is a one-page letter to grantees that is the sole
agency guidance available. There is no reference to provision of
any health services. Gven the large amount of funding for this
program ($437 mllion in FY 1992), there should be far nore
substantial agency guidance available to grantees that highlights
the authority to provide health services under the statute and that
brings attention to the need for inmmunizations in |owincone
popul at i ons.

The Community Devel opnent Bl ock Grant program authorizes
grants to states, [|ocal governments and Indian tribes for the
provision of public services, that include child and health care,
to benefit persons of |ow and noderate incone.

20 42 USC § 9904 (1992).
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COMMUNITY SERVI CES BLOCK GRANT

Program nane and statutory
citation

Community Services Block Gant
Program
42 USC § 9901

CGeneral program structure

Gants to states to aneliorate
the causes of poverty in its
comuni ties

Specific authorizing No
provisions related to

chi |l dhood i nmuni zations

Aut horized appropriations $460 mllion

| evel Fiscal Year 1992

Fiscal 1992 appropriations
| evel

$437.4 mllion

Specific authorized funding No

earmark for inmmunizations

Specific appropriations No

earmark for inmunizations

Adm ni stering agency HHS/ ACF
Federal requl ations 45 CFR § 96

Agency gui dance

Yes, Program Announcenent No.
OCS-92- 04, Request for .
Agpllcathns Under the Ofice
0

Communi ty Services' Fiscal
Year 1992 Denonstration
Partnership Program 57 Fed.

Reg. 18236 (April 29, 1997).
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20.  Juvenile Justice

Since 1974, the Department of Justice, Bureau of Prisons, has
been authorized to admnister a correctional program for juvenile
offenders.* This program states that every juvenile offender in
a correctional facility has the right to a nunber of basic care
services including nmedical care.? This program contenpl ates that
Luven|les wi Il be placed in community-baséd facilities such as

al fway houses and foster homes, provision of nedical care is

through contract services or referral. Juveniles are housed in
communi ty-based correctional centers that blg for contracts wth
the Bureau of Prisons (BOP). ~BOP contract award standards require
contractors to provide juveniles with necessary nedical care and to
conduct an intake nedical exam nation. There is no specific
mention, however, of immunizations.

~In 1974, Congress also passed the Juvenile Justice and
Del i nquency Prvention Act that provided formula grants to f%e
states to devel op and inprove services designed to prevent and
rehabilitate juvenile delinquents, to divert !uvenile of f enders
away from adult correctional institutions into conmunity-based
facilities specifically intended for this population, and to
devel op national program standards.”® The statute defines the
type of "community-based" facilit i n{ eBded for juvenile
corrections as one that offers a nunber of basic care services
including "nedical care." There is no definition of this termin
the statute. A specific goal of the programis to provide federa
technical assistance and devel opment of ~standards and guidelines
for juvenile prevention programs. There are no regul ations for
this program There is no specific agency gui dance on nedical care
or imunizations for this program

# 18 USC § 5031 et sea. (1992).

% 18 USC § 5039

# 42 USC § 5601 et sea. (192).
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CORRECTI ON OF YQUTHFUL OFFENDERS PROGRAM

Program name and statutory
citation

Correction of Yout hful
O fenders
18 USC § 5031 et sea.

CGeneral program structure

Adm nistration of correctional
programs for juvenile
offenders. Program requires
that juvenile correctional
institutions provide a nunber
of basic services including
medi cal care. Agency contract
award standards require
contractors to provide
juveniles with necessary

medi cal care and to conduct an
i ntake medical exam nation.

Specific authorizing
provisions related to
| muni zat i ons

By inplication only.

Aut hori zed appropriations | Such sums
| evel Fiscal Year 1992

Fiscal 1992 appropriations $3,790,460
| evel

Specific authorized funding No
earmark for immunizations

Specific appropriations No

earmark for inmunizations

Adm ni stering agency

Department of Justice, Bureau
of Prisons

Federal regul ations

28 CFR Chapter V

Agency gui dance

Yes, but no specific nention
of 1 mmni zations
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JUVEN LE JUSTICE AND DELI NQUENCY PREVENTI ON

Program nane and statutory Juvenile Justice and
citation Del i nquency Prevention Act
42 USC § 5601 et sea.

General program structure Formula grants to the states
to admnister and inprove
their juvenile correctional
prograns

Specific authorizing By inplication only.
provisions related to
| muni zat i ons

Aut horized appropriations Such suns.
| evel Fiscal Year 1992

Fiscal 1992 appropriations

| evel $76 mllion

Specific authorized funding No

earmark for immunizations

Specific appropriations No

earmark for immunizations

Adm ni stering agency Department of Justice, Ofice

of Juvenile Justice and
Del i nquency Prevention

Federal requlations None

Agency gui dance No specific reference to
| 1 muni zat 1 ons
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- 21. Special Supplemental Food Proaram for Wnen. Infants and
Children (WIC)

Enacted in 1972 as an anmendnent to the Child Nutrition Act of
1966, the WC program adm nistered by the Food and Nutrition
Service (FNS?_ of the U S Departnent of Agriculture is the nation's
| argest public health and nutrition program operating in all 50
states, the District of Colunmbia and U.S. territories.* The
Secretary of Agriculture recently stated that the WC program
serves one in three babies born each year in the United states.”
There is no conparable health services program for babies.

As of June, 1992, FNS data indicate that the FY 1991 WC
program had an average nonthly participation of 5.3 mllion
Individuals, up from 4.5 mllion participants in FY 1990, and 3.8
mllion participants in 1989. |n 1974, WC had an average nonthly
participation of 87, 657. Despite the huge increase in the nunbers
of wonen and children enrolled in the WC program estimtes
indicate that only about half of those eligible for participation
receive WC services. This appears to be a direct result of
appropriations levels,*

WC is currently extended through 1995 under the authority of
the Child Nutrition and WC Reauthorization Act of 1989 wth
aPpropHatlon | evel s authorized at »such sums as necessary for each
of the fiscal years 1991 - 1994n 2

M Sargent, J.D., Attar-Abate, L., Meyers, A, More, L.,
Kocher - Ahern, E.(1992). Referrals of Participants in an Urban WC
Programto Health and Welfare Services. Public Health Reports,
19923 - 178.

o ® Federal News Service, February 11, 1992, Renarks of
Agriculture Secretary Edward Madigan to the Surgeon General's
Conference on Healthy Children Ready to Learn, Washington, DC.

% The National Advisory Council on Mternal, Infant, and Fetal
Nutrition reports that in 1980, 1982 and 1984 it recommended to the
President and Congress that WC funding be set at levels that would
permt service to 50% of eligibles. |n 1986, 1988 and 1990, the
Counci| recommended that WC funding be increnmentally increased by
10% each fiscal year until the program serves 100% of those
eligible. In 1992, Congress increased the WC authorization to
permt the program to service additional eligible clients.

w 42 USC § 1786(g)(l).
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Cited in the House Report as one of the governnent's nobst cost
effective programs™, its current fiscal 1992 appropriations |evel
is $2.6 billion.%
~ Athough the primary purpose of the WC statute is to provide
eligible pregnant, postpartum and breastfeeding women, infants and
children up to 5 years of age with supplemental foods and nutrition
education at no cost, Congress directed the WC program to "serve
as an adjunct to good health care during critical tinmes of growh
and devel opnent, to prevent the occurrence of health problens ..
and inprove the health status of these persons."? |ndeed,
Congress expressly recognized that the health of "“substantial
nunbers" of these wonen and their children is at "special risk" due
to "inadequate income" and "inadequate nutrition or ﬁeal th care, or
both."?®! The statute requires that WC agencies coordinate wth
"immuni zati on programs"*Z, "well child care," "maternal and child
health care,” and "Medicaid programs."®  The WC regul ations
specifically require coordination with the Early and Periodic

# Child Nutrition and WC Reauthorization Act of 1989, House
Report, 1989 U S. Code Cong. & Ad. News, 650.

102 P, L. 142; 1991 H.R 2698; 105 Stat. 878
m 42 USC § 1786 (1991).

Bl 42 USC § 1786(a) (1991) (enphasis added).

B2 The statutory provision requiring states seeking funds to
expressly include inmunization coordination for WC participants in
their pllans was added to the statute in 1978. Child Nutrition
Arendrments of 1978, Pub. L. No. 95-627, 92 Stat. 3603. There is no
di scussion of this language in the House Reports accompanying these
amendnent . H R Rep. No. 95-1153(I), HR Rep. No. 95-1153(II),
95th Cong., 2d Sess., reprinted in 1978 U.S. Code Cong. & Ad. News
9227. However, hearings held on the amendnents contain two
references by state C officers to the effect that WC
ﬁartlm pation has resulted in greater screening and utilization of
ealth services, including inmunizations. Child Nutrition
Arendrments of 1978: Hearinas on S. 2630, S. 2809. S. 78724 Before
the Subcomm on MNutrition of the Senate Commttee on Agriculture,

[ t1¢ Forestry, 95th Cong., 2d Sess. 221, 360 (1978)
Regul ations addressing the 1978 anendments were promul gated a year
| ater but there is no discussion of or comment on the i1munization
provision in either Notices of Proposed Rul emaking or Final Action.
gge il&g)ed. Reg. 44422 (January 9, 1979); 44 Fed. Reg. 2114 (July

B3 42 usc § 1786(f) (1) (C) (iii).
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Screening, Diagnosis and Treatment Program and the Maternal and
Child Health Program

There is no specific agencel gui dance in the regulations or
el sewhere that details what WC staff nmust do to carry out the
required inmunization coordination activities. A 1988 FNS report
indicates that 45 percent of WC recipients received imunizations
through WC referral. The same report showed that 31 percent of WC
sites provided on-site imunizations.

The regul ations %vern the use of WC funds.* None of the
authorized uses for WC funds cover purchase of vaccines or
ersonnel costs associated with provision of medical care.
i scussions with WC staff at the FNS indicated that the agency
views the WC program as providing health care referrals,® not as
a direct source of health care, although there has been recent
agency attention given to immunizations.?S W C regul ations
establish eligibility priorities for |ocal agency participation

s 7 CFR 5246.14 (1992).

B There is no data available that indicates the degree to
which health care referral under WC results in successful outcomes
(iL.e. receipt of immunizations). Sargent, supra, n. 1.

B In June, 1990 vu.s.Dp.A.’s Food and Nutrition Service (FNS)
and coc’s Division of Innunization initiated a cooperative effort
to increase immunization rates anpbng pre-school _ gge  WIC
participants who are 12 nonths through 2 years of age. To rnitiate
the program the follow ng steps were taken:

The Assistant Secretary for Food and Consumer Services, USDA
and the Assistant Secretary for Health at PHS/DHHS sent a joint
| etter encouraging increased cooperation to all State Health
Conmi ssi oners; FNS began to devel op specific action steps to
I nprove access to immnization services for WC participants;

FNS is enphasizing coordinated efforts be considered a Program
priority; FNS regional offices were asked to review local WC
agency efforts to pronote inproved immunizations; |In August 1990,
FNS asked State WC Directors to aggressively pronote neasles
I muni zation for WC participants in the targeted age group;

In Septenber 1990, all FNS Regional Administrators were urged to
bggln regional initiatives to Inprove immunization rates; _
CDC, in conjunction with several state agencies is conducting
denonstration projects to explore various neans of increasing
| muni zation rates.

There is no available data to assess the success of these
coordination efforts to inprove immunization.
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stating that states shall first consider for funding a "public or
private nonprofit health agency that will provide ongoing, routine
pediatric and obstetric care and administrative services."?’
Qther eligible Iocal agencies nust enter into agreenents wth
health care providers to provide services or nust refer WC
participants to health care providers.?®

~ Eligible participants in the program nust neet incone
eliqi b|||t¥ standards in conjunction wth nutritional risg
criteria.?® Individuals eligible under the Food Stanp program A
to Famlies with Dependent Children (AFDC) and Medicaid are deened
eligible for WC participation.®®

In sum WCis a very large federal programwth a health care
referral mandate that serves a high-risk, often hard-to-reach
popul ation on a repeated and consistent basis® usually at sites
with health care facilities. Accordingly, the WC program has
significant potential to inprove imunization status.

An analysis of the WC program indicates that the follow ng
are positive features that could significantly promote childhood
| muni zation efforts:

--specific nention of immunization referral;

--WIc voucher and counseling prograns pronote continuous
contact with participants;

--mai ntenance of participant nedical records;

--outreach efforts to potential participants, including the
honel ess, mgrants, shelters for victims of donestic violence;

--follow up on pregnant wonen who mss appoi ntnents;

--WC eligibility determnation portable;

57 CFR § 246.5(d)(1) (i) (1992).
B 7 CFR § 246.5(d)(1) (1992).
» The WC regulations set out priorities for WC recipients.

7 CFR s§246.7(4) (4). First priorit oes t t
breast f eedi ng V\(or%e(n )and i nfants gt nutriytignal ri sck pregnant  and
%0 42 USC § 1786(d) (2) (&) (ii) (1), (I1), (111).

® For exanple, recipients arrive at WC clinics to receive
foods voucher on a nonthly or binmonthly basis.
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. --required nutritional risk assessment may be by a health care
provi der;

--specific funds earmarked for inprovenent of State WC data
systens;

--local health clinics receiving top funding priority;

~ --WC agencies nust take reasonable steps to conmunicate in
native |anguage of participants;

--transportation costs of rural participants are covered;

. --WC counseling sessions educate young parents about
| nportance of immunization.®?

--recent cost-containment efforts in food (infant fornula)
purchase by WC agencies has freed funds to serve nore clients.

~The follow ng features of the WC program however, may act as
barriers to provision of immunizations:

--WC funding has supported only 50% of eligible participants;
--participants nust apply and be deemed eligible;

_--participants nust be both financially eligible and at
nutritional risk;

--WC child services available only up to age 5; but certain
booster shots are necessary after 5;

--WC staff may be largely nutritionists and may fail to do
{oroperoI age appropriate immunization screening if not adequately
rai ned;

% Some have reported that a major immunization barrier is the
parents lack of information about disease and that young parents
are skeptical about the need for immunjzation. Zanmichow, N (1992,
February 3). Program Set To |nmmuni ze Preschool ers. The Los
Angeles” Tines, Metro, part B, p.1. This story reports thaf Sandy
Ross, 1 mmuni zation coordinator for San Diego County, one of six
| ocations targeted by the CDC for special immunization efforts,
said that "for nost of today's parenting population, they are young
and have never seen any of these illnesses .. [i]f you don't
see a risk, you don't see a reason to put out the 'effort to prevent
the disease.”
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~--chronic understaffing may result in enphasis upon only the
nutrition aspects of program and neglect of possible tinme-consum ng
health care referrals.

--there is no specific agency guidance on how to carry out
referral functions or to track the outcome of referrals.
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SUPPLEMENTAL FOOD PROGRAM FOR WOMEN,

| NFANTS AND YOUNG CHI LDREN

‘ OIWICH ’
Program name and statutory Special  Suppl emental Food
citation Program for Wnen, Infants and
Young Children

42 C § 1786 et seq.

General program structure

Gants to local governnents,
nonprofit health and welfare
agencies, -Indian tribes to
provide supplement foods and
nutrition education. The
program "shall serve as an
adj unct to good health care,
during critical tines of
growh and devel opnent, to
revent the occurrence of
neal th problens ... and
inprove the health status of
t hese persons.”

Specific authorizing provision
related to chil dhood
| muni zat i ons

Requires states to describe
plans for coordinating WC

prograns with other prograns
I ncludi ng "immunization" and

"well child care," "maternal
and child health care."
Priority funding designation
for local health agencies

providing or entering into
agreements with others to
provi de "routine pediatric .

services. 7 CFR 246.5 (d) (1)
(i-v).

Aut horized appropriations Such suns

| evel Fiscal Year 1992

Fi scal 1993 appropriations - $2.6 billion

| evel

Specific authorized funding No'

earmark for immunizations

Specific appropriations No

earmark for inmunizations

Adm ni stering agency

USDA coordinating with HHS

Federal regulations

42 CFR 235, 246

Agency gui dance

Yes
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22. Ll re Proar
a:. Child Care and Devel opnent Bl ock G ant

This program enacted in 1990, authorizes the Secretary to
make fornula grants to the states for the purposes of increasing
the availability, affordability, and quality of child care services
for lowincone families.™ The statute requires states to reserve
25% of grant funds for before and after school care and to inprove
early childhood devel opnental. services.* Children l[ess than 13
years of age whose famlies neet income requirements are eligible
to participate.?

This program does not address provision of health services as
part of the child care program but does require that funded care
givers conply with all state licensing requirenents and health and
safety requirtenents, specifically inmmunization requirements.?
States may use grant funds to nonitor and inprove provider
conpliance with regulatory standards. States may also use funds to
provide training and technical assistance to providers. Both of
these activities could promote immnization rates. To the extent
that states differ in I munization requirenents for child care
providers, this program may vary in its ability to pronote
| muni zat i on.

The statute permts states to inpose nore stringent |icensing
and regul atory standards on providers funded by this program.®
Agency guidance reiterates the statutory requirenents that grantees
be in conpliance with state health and safety standards, including
I muni zation schedules, but does not el aborate or nmake an¥
reference to grantee use of CDC inmunization schedule in place o
the state schedul e. However, when adopting final regulations
governing this program the ACF addressed the problem of
I mruni zatton status at sonme |ength, particularly with regard to the
measl es epidemc, and stated that grantees should develop contacts

63 42 USC § 9858(1992).
% 42 USC s 9858(c)(3)(C).
%5 42 USC § 9858n(4).

% Al states require the follow ng imunizations for day care
and Head Start children: diphtheria, tetanus, neasles, munps, and
rubella. Al states but Kentucky and Miine require Pertussis
I mmuni zation for day care and Head Start children. Mst states
requi re Haemophilus influenzae b vaccine for day care and Head
State children. CDC, PHS, HHS, State |nmunization Requirements

1901-1992.
%7 42 USC § 9858c(2) (E).
I'1-110



with local health agencies to obtain information on communicabl e
di seases and immuni zati on schedules.® The ACF further stated that
rantees should be aware that they nmay use block grant funds to pay
or i munization outreach efforts and to pay for the costs
associated with jmmunization of children by public health
nurses.®

h. Title XX--Block Gants To States For Social Services

~This capped entitlenent program provides grants to states to
furnish services to promote the followng goal's among |owincone
individuals and famlies achieve economc self-sufficiency,
reduction of child abuse and neglect, and pr,eventing unnecessar
institutional care but securing appropriate institut onal’ care.?

Title XX funds cannot be used for medical care except faml,
planning, certain detoxification and rehabilitation gervices. 2]
State reportln%. data indicate that most Title XX funds are spent on
day care for children, hone-based services, protective services for
children, adoption services, social support services, and special
services for the disabled.” These services overlap in many
respects with state Title IV-B and E services.

The statute permts states to transfer up to 10% of Title XX
funds to the preventive health and health services and maternal and
child health block grants.” States with serious imunization

problems could nmeke use of this transfer authorization.
Consi deration should be given to amendnent o? tIus st a?ute to al(fow

for provision of inmmunization services as such services woul d

% 57 Fed. Reg. 34352, 34411(August 4, 1992).

% | bid.

7042 USC § 1397(1992). Enacted in 1974 as an entitl ement
programto fund state social services programs, 1981 anendnents
established a block grant format and elimnated nandates reg*ardln
priority recipients and provisions related to targeting funde
services to lowincome individuals and famlies. Geen Book p.742.

M 42 USC § 1397d(a) (4) (1992).

7 Staff of House Comm On Ways and Means., j¢ o 2d
Sess., Overview of Entitlenment Programs: 1992 Green dokCOB%%’
(Comm Print 1992).

42 USC § 1397a(d) (1992).
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directly fall within the ambit of one of the statute's goals--
preventing and remedying child neglect. There are no substantive
regulations for this program general block grant fund regulations
apply, 45 CFR Part 96. There 1s no agency guidance.
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CH LD CARE AND DEVELOPMENT BLOCK GRANT

Program name and statutory
citation

Child Care and Devel oprent
Bl ock G ant
42 USC § 9858

CGeneral program structure

Formula grants to states to
increase the availability,
affordability, and quality of
child care services for low-
incone famlies with one
parent working or attending a
job training or educationa
program  Funding is available
for early childhood

devel opnent servi ces.

Specific authorizing provision
related to childhood
| muni zat i ons

Funded child care providers
required to conmply with state
health and safety |aws

i ncluding inmunization
Aut hori zed appropriations $825 nillion
| evel Fiscal Year 1992
Fiscal 1992 appropriations $825 nillion
| evel
Specific authorized funding No
earmark for immunizations
Specific appropriations No
earmark for inmmunizations
Adm ni stering agency HHS/ ACF
Federal regulations 45 CFR Parts 98 and 99

Agency gui dance

Yes, ACF Action Transmtta
No. cc&DBG/AT 91-2 (6/21/91)
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TITLE XX BLOCK GranTs TO STATES FOR SOCI AL SERVI CES

Program nane and statutory

Block Gants to States for

citation Social Services
42 USC § 1397
CGeneral . program structure Federal assistance to states

to encourage services ainmed at
pronoting econoni C self-
sufficiency, preventing or
remedying child abuse and

negl ect, preventing and

reduci ng i nappropriate
institutional care.

Specific prohibition on use of
funds for nedical care other
than famly planning,

rehabilitation or substance
abuse treatnent "unless it is
an integral but subordinate
part of a social service for

which grants may be used under
this title[.]"

Specific authorizin
related to childhoo
| nmuni zat i ons

provi si on

No

earmark for inmunizations .

Aut hori zed appropriations $2.8 billion
| evel Fiscal Year 1992

Fi scal 1992 appropriations $2.8 billion
| evel

Specific authorized funding No

earmark for immunizations

Specific appropriations No

Adm ni stering agency

HHS/ OFfice of Human

Devel opnent  Servi ces
Federal regulations 45 CFR Part 96
Agency gui dance No
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23. il | fare Proar nder th L al
Security Act

Title [V of the  Soci al Security Act? authorizes
appropriations to state prograns that provide aid to famlies wth
dependent children and assist with foster care, adoption assistance
services, and a broad range of child welfare services.

a. Title IV-A, Ad to Famlies with Dependent Children (AFDC)

~ The AFDC program administered by the Ofice of Famly
Assi stance within the Fam .I(}/ Support " Admi nistration, is an
entitlement program that provides cash paynents to needy children
generally up to age 18 who |ack support because at |east one parent
I's dead, disabled, continually absent from the home, or
unemployed.?”” The nunber of AFDC famlies rose nmore than 50% from
1971 to 1981. From 1982 to 1991, AFDC enrollnment fell and then
reached an all-time high in 1991. The éjrogram Is projected to
increase steadily but sfowy up through 1997

Al states participate in this program ~The states determne
need |evels, Dbenefit formulas? and determne (wthin federal
limts) income and resource limts. States adnminister or supervise
the admnistration of this program

The federal governnent funds between 50 to 80 percent of each
state's benefit = payments and 50 percent of the 'states'
adm ni stration costs. In 1989, the federal funding outlay for
benef i t é)ayrrents.vvas $9.0 billion, roughly 54 percent of  each
benefit dollar paid out by states. Adjusting benefit payments for

M 42 USC § 601 et _seq., Title IV-A

7 The Fam |y Support Act of 1988, P.L. 100-485, anended Title
IV-A to mandate that all states establish AFDC-UP progrmas for two-
pra_rent famlies in which the prinmary wage earner is unenpl oyed.
his provision was effective Cctober 1, 1990 and will be repeal ed
Septenber 30, 1998. In 1989, 22 states did not have such a pr;\)/gram
Staff of U'S. House of Representatives Conmittee on Ways and Means,
101st Cong., 2d Sess., Overview of Entitlement Programs: 1990 G een
Book 622 (Comm Print 1990). This amendnent is estimated to bring
about 65,000 new famlies onto AFDC roles each month even if states
choose to offer AFDC benefits only 6 nonths out of 12; if states
choose to offer 12 nonths of benefits, about 105,000 fanmilies wll
be added each nonth. 1Id. As a result of this amendnment, Federal
costs for AFDC paynents in 1993 are expected to increase from $420
mllion to $520 nmillion. 1d.

7 | n January, 1992, AFDC benefit payments for a famly of
three with no countable incone ran?(ed froma |l ow of $192 in
Mssissippi to a high of $924 in Alaska. 1992 Conmittee Print.
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inflation, there was a 39 percent nedian decline in benefit levels
from 1975 to 1990.

There is nothing in the AFDC |egislation or the regulations
addressing health care, although AFDC paynents coul d cLear[¥_be
used by- recipients to purchase care.  AFDC eligibility
automatically entitles recipients to Medicaid participation and
states nmust provide transitional Medicaid benefits to those who
\lNiIII | ose AFDC eligibility as a result of increased incone/resource

evel s.

Title IV-A permts states to operate an Energency Assistance
program (to needy famlies whether or not AFDC eligible) or to
Include in their AFDC needs assessment procedures, a category for
"special needs" of AFDC recipients. . The federal governnent
provides a 50 percent match for the Special Needs program and a 50
percent match for a period not in excess of 30 days in any 12 month
under the Emergency Assistance program As of 1990, 32 states
el ected of operate an Emergency Assistance program Payments under
the AFDC Ener%ency Assi stance program increased froma total of $14
in 1970 to $348 mllion in 1991. Al t hough nost energency
situations related to alleviating the effects of natural disasters
or housing/utility problenms, states have specified other qualifying
expenses Including health care. O the 34 states electing to cover
Speci al hFeds, none reported health care costs as included in this
assessment .

b. AFDpc/child Care Services

~ The AFDC program requires that states guarantee child care if
it is decided that child care is necessary for an AFDC individual's
enpl oyment or participation in education or training programs, or
if an individual would be at risk for AFDC eligibility w thout
enployment.  Transitional child care is also nandated for those
soon to lose AFDC eligibility.

~ AFDC famlies participating in enploynent, education or
training are eligible to receive child care and other supportive
services including day care for children under 3 years of age.””
While this program does not itself address provision of health
services, Title |IV-A agencies ﬁroviding child care are required to
be in conpliance with state health and safety requirements.” ToO
the extent that such programs comply with these requirenents,

77 42 USC § 602, 603 and 1302(1992).
8 45 CFR § 255.5(a) (1992).
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children receiving these services should be assessed and at |[east
referred for appropriate immunization. The regul ations are not
clear as to whether the Title I'V-A agencies may directly provide or
pay for the provision of necessary inmmunization. There is no
speci fic agency guidance, however, addressing medical care or
i muni zations for the Title 1V-A prograns.

c. Adoption Assistant and Foster Care

The Title IV-B ﬁrogran1authorizes funding for state child
wel fare services. The term"child welfare services" is broadly
defined as "public social services which are directed toward the
acconpl i shment  of the follow ng purposes: (a) preventing or
remedying or assisting the in solution of problens which may result
in, the neglect, abuse, exploitation or delinquency of children;
(b)_protectln% and promoting the welfare of all "children, including
handi capped, honel ess, dependent, or neglected children. . . (g
assurln%_adequate care of children amaﬁ from their homes ..
"7 Title I'V-B does not require that famlies neet' AFDC
el|%;b|l|ty requirements to be eligible for these services. Title
| V-B funds are distributed to states based upon the popul ation
under 21 and per capita incone. Title |IV-B funds appear to be
available for nedical care but there is no guidance on this point.
The programrequires that case plans for each recipient include
health and education records. To this extent, immunization needs
may assessed and deficiencies detected

The Title |IV-E program authorizes funding for state foster
care and adoption services. To obtain foster care services, the
child would have to have been eligible for AFDC if still in the
parental home. Adoption services are available without regard to
AFDC eligibility. Title IV-E funds are an open-ended matching
entitlement to the states for nmintenance paynents for eligible
children in foster care famly hones, private non-profit child care
facilities, or public child care institutions. These payments may
be used for the costs of food, shelter, clothing, dai
supervi sion, school supplies, general incidentals, Insurance an
reasonabl e travel but there is no mention of nedical or health
servi ces, As under Title IV-B, there is a requirenment fhat
recipient case plans include health and education records but there
is no agency guidance that addresses nedical care for these
recipients.

™ 42 USC § 625(a) (1) (1992).
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~ Children served by Title IV-B and Title IV-E prograns are
eligible for Medicaid participation.®?

d. Supplemental Security Income Program ("sSI")

The SSI program is a nmeans-tested, federally admnistered -

I ncone assi stance Program Begqun in 1974, SSI provides nonthly
cash paynments to eligible recipients in accordance wth uniform
national” eligibility standards. To qualify for SSI, a person must
be at |east 65 years of age, blind, or disabled. A child under 18
years of age with a disability of severity conparable to an
eligible adult nmay be eligible for SSI benefits. The nunber of
children eligible for SSI has grown from 105,000 in 1975 to 263, 000
in 1988. The estimated federal cost of the SSI program for 1991 was
about $14.5 million. In nost states, SSI eligibles are also
eligible for Mdicaid;, 13 states, however, inpose more restrictive
eligibility requirements for Medicaid participation. A study
conpleted in 1979 showed that 15 percent of SSI children were in
foster care and over half of these children were nentally retarded.

Title IV of the Social Security aAct® authorizes
appropriations to state prograns that provide aid to famlies wth
dependent children and assist with foster care, adoption assistance
services, and a broad range of child welfare services.

6ra(n). e 45 OFR's 1356.40(D)(3) (Title 1V-B); See 42 USC s

1 42 USC § 601 et seq., Title IV-A
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CH LD CARE PROGRAMS UNDER TI TLE I'V-A OFF THE SOCI AL SECURI TY ACT

Program name and statutory
citation

Title 1V-A of the Social
Security Act

a. Child Care for AFDC
ReCILE%I ents
42 USC § 602, 603, 1302

Transitional Child Care

b.
ZiTCS% Assi st ance
2 USC § 602, 603, 1302

c. At-Rsk Child Care
Pro%gam _

42 USC § 602(i)

d. Child Care Licensing and

| nprovenent Gants
42 USC § 602g

General program structure

These four Title IV-A
entitlenent prograns fund
child care services for AFDC
fam ies. Each program
targets the follow ng sub-
group of AFDC recipients:

--AFDC famlies in an approved
work or training program
--famlies in transition from
AFLC, . |

--famlies at risk for

becom ng AFDC eligible;
--grants to states to inprove
child care licensing standards
provi der training.

Speci fic authorizing provisiorl a. No

related to inmmunizations b. No
c. No
d. No

Aut horized appropriations a. Such suns

| evel Fiscal Year 1992 b. Such suns
c. $300 mllion
d. None
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Fiscal 1992 appropriations a. $12.4 billion

| evel b. $69.9 billion
c. $383.75 mllion
d. None

Specific authorized funding a. No

earmark for imunizations b. No
c. No
d. No

Speci fic appropriations a. No

earmark for inmmunizations b. No
c. No
d. No

Adm ni stering agency HHS/ ACF

Federal regulations a. 45 CFR Part 255
&. 45 CFR Part 256
d. 45 CFR Part 257

None
Agency gui dance Nothing related to

Lmuni_zation. .
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24, Child Nutrition

There are 8 statutory prograns admnistered by the Departnment
of Agriculture that serve poBuI ations of |owincome' and other
children and adults who may be deficient in their immunization
status. Because these prograns are oriented primarily, if not
exclusively, toward the provision of food and nutrition services,
their aPpI|cat|on to immunization services and education appears
margi nal at best. Accordingly, the description of these food
prograns is conbined in this nenmorandum The USDA's Child and
Adul't Food Care Program however, appears to offer greater
potential for the Departnent to pronote inmmunization. It is
described below at some |ength.

a. Child and Adult Food Care Program

The Child and Adult Care Food Program (CACFP). has the
potential to pronote vaccination of infants and chrildren”in nearly
all types of day care. Program officials recognize this potential.
However, realization of this potential depends on the capacity of
CACFP to a) reach as many children as possible and b) concern
itself with their inmunization.

. Mre than 6 mllion children, including nore than 2 mllion
infants and children under age three, spend at |east part of their
day in out-of-home child care.® Children under age are at risk
of inadequate inmunization against preventabl e diseases because
they are too young to encounter universal school-entry vaccination
requirements. The risk is greater for children fromlowincone
famlies wth poor access to health services. Because of their
close and continuing relationship with children and parents, child
care programs can play a primary or backup role in assessing the
I mmuni zation status of children’in their care,.educatln? famlies
about the inportance of imunization and referring them to sources
of inmmunization both for children in care and siblings.

. CACFP can be an effective vehicle for pronoting chil dhood
i muni zation for two reasons. First, it has the potential to reach
| ar ge nunbers of c?/oung children because it authorizes federal
assistance for food services in all types of child care except for-
profit prograns.

w2 Adans, G C., Wwo Knows How Safe? The Status of State
Efforts to Ensure ouality Child Car€e (childrens’ Del ense Fund,
Vashington, D.C. 1990).
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_ Second, eligibility for CACFP benefits constitutes a strong
incentive for providers, especially those caring for |owincone
children, to concern thenselves with the imunization status of
children in their care.® The statute®™and regulations®™require
providers, as a condition of participation, to be in conpliance
with applicable Federal, state and/or governmental |icensing or
approval requirenents, including, by inplication, those pertaining
to irmmunization. )

The CACFP programis an entitlenment, authorizing grants to
states on the basis of neals served to children, and commodity
donations.®$ States reinburse eligible child care programs for the
costs of their food services. The statute contenplates benefits for
children in virtually all types of non-residential public and
nonprofit private prograns. Eligible organizations include but are
not limted to child care centers, Head Start, settlement houses,
nei ghborhood centers, hone-based programs**' and their sponsoring
organi zati ons, before- and after-school prograns,?for children up
to age 13); also prograns for n1grant workers' children (UF to age
16) and prograns caring for handicapped children, prinmarily
up to age 19.%

t hose

#  Child care pro%rans are reinbursed at higher rates for
meal s served to children Tfromlow income famlies that qualify for
reduced-price and free neals than for meals for children from
hi gher incone famlies. (42 USC § 1766(f) (1990); see note 12 for
elrgibility of children).

B 42 USC § 1766(a) (1) (1992).
# 7 CFR s 226.8(a) (1991).
#6 42 USC § 1766(h) (1) (a), (n) (1992).

. %7 wHome-based care" occurs in the residence of the provider
in this analysis, the termis used for both "family" and "group"
day care homes referenced in the statute. Some states distinguish
for ﬁurposes of regulation, between "group fanily da%_care homes,
which care for conparatively larger nunbers of children, and
smaller "day care homes." "Day care homes" as used in CACFP
regul ations refers to |icensed or approved day care in a provider's
residence and under the auspices of a sponsoring organization. 7
CFR § 226.2 (1990).

B 42 USC § 1766(a) (1) (1992); 7 CFR § 226.2(1990).
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Also eligible are providers, including for-profit entities,
whose care of children is subsidized by the title XX Soci al
Services Block Grant to states,® and organizations participating
in two state-wi de CACFP denonstrations by certain for-profit
providers.?

The CACFP statute also contenplates special efforts by states
and providers of child-care services, assisted by the Secretary of
Agriculture, to nmake food services available to |owincone
children. These children are entitled to CACFP neals free or at
reduced prices, if they are enrolled in a' child care program that
chooses to participate in the program and neets its standards, and
if their famlies neet income standards® of the National School
Lunch act® and the Child Nutrition aAct.?

~As a condition of participati r]gr_i n CACFP, states nmust act
affirmatively to expand the availability of CACFP benefits.” The
statutory mninum for conpliance with the mandate is that a state
must annually notify eligible, non-participating .child-care
provider in its jurisdiction of the availability of CACFP,
participation requirenents and application procedures. The notice
must go to regulated providers or those qualifying as recipients of
title XX funds.® The Secret_ar?/ is required to assist states in
developing plans for satisfying their statutory duty of
expansion.?

2 42 USC s 1397 et seq. (1991).

~®»  The statute authorjzes two state-wi de denpnstration
projects in which nonresidential private, for-profit day care
providers may participate in CACFP if, inter alia, 25 percent of
children in their care qualify for free or reduced price neals.
(42 USC § 1766(q) (1992). See note 12 for eligibility of children.)

® 42 USC § 1766(c)(4) (1992).
® 42 USC § 1751 et_seq. (1992).

2 42 USC § 1771 et seq. (1992) Children whose famly incones
do not exceed 185% of federal poverty guidelines, adjusted annually
for inflation, are eligible for reduced price neals. Chi l dren
whose famly incomes do not exceed 130% of federa foverty
guidelines are eligible for.(42 USC§ 1758(b) (1) (A),(B); 42 USC
§ 1773(e) (1) (1992).

42 USC s 1766(K) (1) (1992).
295 |b| d
®  |hid.
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The states and the Secretary are both required to train
sponsors of hone-based- care and provide them wth technical
assi stance on nethods of expanding the program to include more |ow
i ncome children.” Also, the Secretary must conduct denonstration
projects on mnimzing or elimnating barriers to participation by
fam |y and group day care hones that primarily serve |owincone
children or are located in | owincone areas.®

More generally, as a condition of participating in the
program states nust provide training and technical assistance to
child care progranms to "facilitate... [their] effective operation"
of the food program.®

- As of March 1, 1990, sl i.?htly nmore than a third of the 6
mllion Anerican children in child care, or about 2.5 mllion, were
in programs receivi ng CACFP assistance.® The capacity of CACFP to
reach lowincome children is limted to the extent that child-care
prograns for Ald to Famlies with Dependent Children (arpc)%®
articipants and those subsidized by the new Child Care and

vel opnent Bl ock Grant®® are for-profit entities (other than
hone-based prograns). Qherwise, the reach of the program depends
on the wllingness of child-care providers to participate and on
the comm tment of the Secretary, the states, and providers to
program expansi on.

2 42 USC § 1766(a)(3) (1992).
2 42 USC § 1776(k)(3) (1992).
2 42 USC s 1776(k) (1) (1992).
%0 Food and Nutritio

n Service, Departnent of Agriculture. The
total reflects average daily attendance of children in CACFP-
qualified progranms as follows: child care centers, 1.3 mllion;
hone-based care, 696,011; title XX providers, 76,051; before- and
after-school care, 110,724;. Head Start, 296,5522.

o 42 USC s 602(g) (1), (i) (1992). The three "title IV-A"
child care prograns for children of a) AFDC education and job-
training program participants, b) former AFDC recipients in the
first year they earn enough to not qualify for basic benefits, c)
famlies at risk of becomng AFDC recipients, are described in a
separate analysis. Al nmay arrange for day care through for child
care through, inter alia, for profit providers. (7 CFR §§ 255, 256;
56 Fed.Reg. 29054 81991) to be codified at 7 CFR §§ 255-257
(proposed June 25, 1991).

@42 USC 9859 (19922. States receiving block grants .nust
fund child-care services at sites chosen by parents of eligible
children. For-profit entities are not excluded from the program
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~ Program appropriations indicate growth, rising from $599.8

mllion in fiscal 1988 to $1.2 billion in fiscal 1992.* Mich of
the recent (I:;rovvth has been in mddle-class hone care sites; one
| eadi ng ana Kst suggests that the higher incentives for serving
| ow-i ncome children have created good rates of participation by
or?anl zations serving these children, but that there are reasons to
believe sone centers may still be unfamliar wth CACFP. *states
are required to submt copies of letters with which they notify
eligible, nonparticipating providers of the program

The Secretary could, by regulation, define nore broadly the
states’ affirmative duty to expand the program to include
investigating the degree to which notice letters may nmss eligible
Rrow ders, especially those serving lowincome children. Snaller
ome- based programs would not receive a letter if, as is often the
case, they are exenpt from state regulation and thus are not
readily identifiable through state records. ®Notice" could be
defined nore broadly to include public information or other
strategies in addition to a letter.

. I n substance and in inplenmentation, the state and | ocal
|'icensing/ approval laws referenced by the statute do not unifornly
guarantee that children in out-of-hone care are adequately
I muni zed. As of 1990, 13 states did not require children in home-
based care to have age-appropriate immnization against polio,
neasles, rubella, mumps, diphtheria, tetanus and pertussis.¥®’
Twenty-two states exenpted home-based programs caring tor five or
fewer” unrelated children, and 36 states exenpted such honmes caring
for three or fewer children from mandatory regulation under a
system that required inspections.*® Sone 14 states exenpted at
| east certain types of prograns operated by religious institutions
from such regul ations: 3

W U S House of Representatives, Conmittee on Agriculture,

ﬁutbc.(%r.rmnee on Donestic Marketing, Consumer Relations and
utrition,

34 Personal communication, Julal 28, 1992, Robert Geenstein,
executive director, Center on Budget and Policy Priorities,
Washington, D.C

% Adams, GC, note 1, at 18.
s |bid., at 9.
% |bid at 12.
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_ Thirty-two states did not require children 18 nonths and ol der
in licensed day care centers to have received the H b wvaccine.®

|f imunization standards are adequate, their effectiveness
may neverthel ess be undermned in enforcenent. Mre than a third of
the states have reported that staff shortages curtail site visits
to monitor conpliance with their laws. Wile HHS has found frequent
monitoring to be the best nmethod of assuring conpliance wth
licensing or approval standards, it has estinmated that fewer than
hal f of the honme-based care prograns subject to regulatory
I nspections were actually inspected in 1988. Just 21 states visit
these programs each year. Seven states only inspect hone-care
programs about which there have been conplaints. A nunber of states
approve home-based programs on the basis of self-certification and
do not independently verify conpliance with their standards.®

These shortfalls in current |icensing/approval |aws and
enforcement constitute a gap that CACFP could help fill by
reaching, through child care, famlies that m ght otherw se be
poorly 1nformed about immunization

b. Food Service Prograns

The foll ow ng ﬁrograns adm ni stered by the USDA generally
serve lowinconme children up to age 18 in schools and ot her

comuni ty program |ocations. .None of them however, have
significant potential for addressing inmunization.

Summer Food Service Proaram For Children

This program primarily funds food service to children under 18
enrolled in sunmmer youth prograns in |owincome conmunities. There
are no record-keeping or famly contact requirenents.

Special M| k Program for Chil dren

~ One of the statutory purposes of the Child Nutrition Act,
whi ch authorizes this program s to "safeguard the health and
wel | -being of the nation's children. wio Th% stafute an
regul ations stress increased mlk consunption to the exclusion 0
other activities, however, one percent of funds may be reserved by
agencies "special devel opnental projects."  States may al so

“ |pid at 18.

© |pid at 46.

W7 USC § 1771 (1991).
# 7 CFR s 215.6(a).
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i npose requirements on funded agencies that are not inconsistent
with the purposes of the Act.?

School _lunch Proaram

As with the Special MIk Program even though the authorizing
statute sets out child "health and well-being" as a goal, the
exclusive focus of this programis financing nutritious schoo
| unch services for |owincome children under 21. There are no
statutory or regulatory PFOVISIOHS that could be interpreted to
aut horize inmunization-related activities.

School Breakfast Proaram

~The program provides free breakfasts to | owincone children
and infants. There are no statutory or regulatory provisions that
woul d directly support imunization-related activities, except that
infants are al so served by the program® and nothers or other
infant care-takers could be exposed to educational efforts
undertaken at the school sites.

w7 CFR § 215.8(e).
w7 CFR § 220.8(h).
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SCHOOL LUNCH PROGRAM

Program name and statutory
citation

National School Lunch Program
7 USC § 1751 et seq.

CGeneral program structure

Food service grants to states
to assist in meeting costs of
school lunch services; eligible
school s are public and non-
profit private schools

I ncluding high schools, also
public, nonprofit private
residential child care
institutions; children through
high school, or disabled

i ndi vidual s under 21 enrolled
in eligible residential
institutions are eligible for
f ood service.

Specific authori zing
provisions related to

No

chi | dhood i nmuni zati ons

Aut horized appropriations Such sums as may be necessary.
| evel Fiscal Year 1992

Fiscal 1992 appropriations $4.2 billion

| evel

Specific authorized funding No

earmark for inmmunizations

Specific appropriations No.

earmark for i nmunizations

Adm ni stering agency

Food and MNutrition Service,

Department of Agriculture.
Federal regulations 7 CFR § 210
Agency gui dance No
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SCHOOL BREAKFAST PROGRAM

Program nane and statutory
citation

School Breakfast Program
42 USC § 1773

CGeneral program structure

Gant-in-aid and comodity
donations pr o%r am aut hori zing
payments and donations to
states to subsidize nonprofit
breakfast services for children
at schools and other sites,
with priority first for schools
in economcally distressed
areas; second, schools to which
students nust travel long
di stances; third, schools wth
a special need to inprove the
nutrition of children of
working nothers and children
from lowincone famlies;
anount of federal assistance
determned by total nunber of
meal s served nultiplied by
federal reinbursenent rate;
e|IP!b|e institutions are a)
public and nonprofit schools
through high school, including
preschool prograns |ocated in
such schools and b) public or
nonprofit private 1icensed
residential child-care
facilities, including group
homes, facilities for unwed
mothers and infants, tenporary
shelters for children and
runaways, juvenile detention
centers and institutions for
chronically ill or disabled
chi |l dren.

Speci fic authorizing
provisions related to
chil dhood i muni zations

No

Aut horized appropriations
| evel Fiscal Year 1992

Such sunms as may be necessary
for food service and
admnistration, $5 mllion for
program start-up coSts

Fiscal 1992 appropriations
| evel

$744.8 mllion
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Specific authorized funding No
earmark for inmmunizations
Specific appropriations No
earmark for inmmunizations
Adm ni stering agency Food and Nutrition Service,
Departnent of Agriculture
Federal regulations 7 CFR § 220
enc ui dance No
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SPECI AL M LK PROGRAM FOR CHI LDREN

Program name and statutory Special MIk Program for
citation i ldren
42 USC § 1772
General program structure Food service grants to states,
for subsidized and free mlk

served to children and

adol escents in schools and
institutions that do not
participate in school [|unch,
child and adult care food
program or other federal child
nutrition prograns. Eligible
institutions are public and
nonprofit private schools
through high school, including

preschool prograns and public,
nonprofit private child-care
facilities, including group
hones, facilities for unwed
mothers and infants, tenporary
shelters for children and
runaways, juvenile detention
centers and institutions for
chronically ill children or
di sabl ed children.

Specific authorizing No

provisions related to

chil dhood inmunizations

Aut horized appropriations Such sums as may be necessary
| evel Fiscal Year 1992

Fiscal 1992 appropriations $23 nillion

| evel

Specific authorized funding No

earmark for inmmunizations

Specific appropriations No.

earmark for inmunizations

Adm ni stering agency

Food and Nutrition Service,

Departnent of Agriculture
Federal regulations 7 CFR § 215
Agency gui dance Yes
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SUMMER FOOD SERVI CE PROGRAM FOR CHI LDREN

Program name and statutory Sunmer Food Service Program For
citation Children

42 USC § 1761
General program structure Food service grants to states

to subsidize non-profit food
service for children in M
through September and at other
vacation tines; service
provided by schools and other
eligible entities; service
restricted to economcally
distressed areas. Children up
to age 19 may be served; ol der
individuals in facilities for
t he handi capped may be served.

Speci fic authorizing No
provisions related to
«childhood i mmuni zations

iAuthorized appropriations Such sums as may be necessary
| evel Fiscal Year 1992
1ri5ﬁal 1992 appropriations $189.3 mllion
eve
sspecific authorized funding No
earmark for immunizations
sspecific appropriations No
earmark for inmunizations
Administering agency Food and Nutrition Service,
Departnment of Agriculture
Federal regul ations 7 CFR § 225
Agency gui dance | No
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CH LD AND ADULT CARE FOOD PROGRAM

Program name and statutory
citation

Child and Adult Care Food
Program 42 USC § 1766

CGeneral program structure

a. Food service grant-in-aid
and comodity donations program
providing paynments and
donations to states to support
nmeal s and snacks for children
in eligible, nonresidentia
child-care prograns; amount of
federal assistance determ ned
by the total nunber of neals
served, mltiplied by allowable
per-meal rates for full-price
and, for |owincome children
reduced price and free neals,
with additional funds for

adm ni strative expenses.

b. Children in qualifying
child-care programs are
entitled to subsidized neals.

Eligible programs include
public or nonprofit,
nonresidential child care
centers, Head Start, hone-based

programs (through nonprofit or
publ'ic sponsoring

organi zations), prograns
serving children of m grant
workers and children wth
handi caps.

Specific authorizing
provisions related to
chi | dhood i mmuni zati ons

By inplication only. Statute
requires child-care prograns or
sponsors to be licensed or
approved under applicable
Federal, state or |ocal
standards including, by
implication, requirements that
a child be immnized to enter
organi zed child care.

Aut horized appropriations

Such sums as may be necessary

| evel Fiscal Year 1992
Fiscal 1992 appropriations $1.2 billion (includes $38
| evel mllion in donated conmodities)

Specific authorized funding
earmark for 1munizations

No
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Specific appropriations No.

earmark for inmunizations

Adm ni stering agency Food and Nutrition Service,
Departnent of Agriculture

Federal regul ations 7 CFR § 226

Agency gui dance No
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25. Expanded Food and Nutrition Education Program of the
Cooperative EXtension Service (EFNEP)

Unli ke the above-described food service programs which are
not designed for imunization-related activities, the EFNEP
program has potential for sustained imunization-related efforts.

The Cooperative Extension Service (CES) has a long histor
as a federal-state-local network for diffusing applied-researc
information about agricultural and home economc subjects to g
rural and small town famlies and, increasingly, a lowincome
urban audience. The network runs from CES offices in state land-
grant universities, to CES offices in counties to .
IndtI.VI dual s/famlies, directly through local media and comunity
meet i ngs.

CES programs focus on (1) Educational Base Prograns such as
4-H & Youth Devel opnent which si)ep|f|ca||y address nutrition and
heal th education; (2) National Initiatives which address current
social problems. Agendas for CES activities are to be determ ned
by the needs of the community to be served.

One EFNEP National Initiative is "plight of Young Children:
Prenatal to Age Five"™ addresses a range of health, nutritional
and educational problens encountered by |owincone famlies and
sh)ecmcally mentions immunization problems in this popul ation.
The paper proposes that CES enphasis reaching this popul ation,
particularly WC and Food Stanp participants, and providing
education and referral for health and inmunization services.

3 punn, C and Mers-Wlls, J. (M 21, 1991). "rhe Plight
of American Children: Prenatal to Age rive. U.'S. Dept. of
Agriculture, Hone Econom cs and Human Nutrition.
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COOPERATI VE EXTENSI ON SERVI CE
EXPANDED FOCD AND NUTRI TI ON EDUCATI ON PROGRAM

Program nanme and statutory
citation

a. Cooperative Extension
Service 7 USC § 341 et seq.
b. National Food and Human
Nutrition Research and
Extension Program ("expanded
food and nutrition education
gr OL% am " EFNEP)

C § 343(d), 3175

CGeneral program structure

a. Gants to extension offices
in state |and-grant .
universities to assist themin
meeting the costs of state,
county and local public
information, education and
demonstration programs focused
on, inter alia hone econom cs;
b. Gants to extension offices
as above, for nutrition and
consunmer education prograns for
| ow-i ncome persons, Food
Stamps, WC (Supplenental Food
Program for nmen, Infants and
Children) other food aid.

Specific authorizing
provisions related to
chi [ dhood i muni zations

a., b. By inplication onl
"Home econom cs" is broadly
construed by the service to

i ncl ude program enphases
("national initiatives") on the
wel | -being, including the
health status, of young
children from |owincone,
poor|y-educated famlies, and
mat ri1sk" youth. EFNEP is
broadly construed to include
parent education as well as
nutrition and resource
managenent i nformation.

Aut horized appropriations
| evel Fiscal Year 1992

a. Such suns as may be
necessary
b. $68 mllion

Fiscal 1992 appropriations
| evel

a. $414 mllion b. $60 mllion

Specific authorized funding
earmark for immunizations

No
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Specific appropriations No

earmark for inmunizations

Adm ni stering agency Extensi on Service, Department
of Agriculture

Federal regul ations No

Agency gui dance Yes
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26. Education programs
a. Even Start Famly Literacy Program

This program assists parents in becomng "full partners in
the education of their children" and "children in reaching their
full potential as learners" by "integrating early chil dhood
education and adult education for parents into a unified
program.™? There is a 3% percent funding set aside for
K)/Irograms serving mgrant children conducted by the Ofice of

grant Education. Al States, the District of Colunbia and the
Conmonweal th of Puerto Rico are eligible to receive federal funds
under this Eaggram to be nmade available to |ocal educational
agenci es (LEAs) applying in collaboration with a conmunity-based
organi zation, public agency, institution of higher |earning, or
other non-profit organization.

One of the funding priorities is that applicants demonstrate
that their proposed service area include a |arge nunber of
children and adults who exhibit high levels of "poverty,
illiteracy, unenployment, limted English proficiency, or other
need-related indicators. »7 Anot her xqrioritv, i s that "applicants
demonstrate cooperation and coordination of a wide variety of
"rel evant service providers" for all phases of the program.’®
Gants may be awarded for up to 4 years.

Funded prograns are required to screen and prepare parents
and chitdren for participation in the program-through -Vesting,
referral to necessary counseling and rel ated services.®® In
1991, the statute was amended to include within required program
el ements "devel opnental and support services."®® The broad
!anlguage of this statutory provision could be interpreted to
include assistance in obtaining health care, particularly
I mmuni zation, and could authorize direct provision of such
services. Eligible participants are parents in an adult basic
education program and children from birth to age 7.%

120 U.S.C § 2741, 2744(a).
w20 U S.C § 2742(d)(l).

w20 U.S.C § 2747(a)(1)(B) (1992).

w20 US.C § 2747(a)(1)(Q (1992).

w 20 U.S.C § 2744(b)(2) (1992).

™ pyb, L. No. 102-73, Title IIl, § 303(d), 105 Stat. 352; 20

US.C § 2744(b)(2) (1992).
m 20 US.C § 2745(a) (1992).
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Eligibility continues until all famly nenbers becone ineligible
for participation.3®

_ This program clearly has potential for inproving

I muni zation rates anong children and adults. It targets high-
risk infants and children up to age 7 and adults who have long-
termeligibility for this service. The program requires LEAS to
col | aborate and coordinate a broad range of support services for
this population that could readily include health care and health
care education. On-site vaccinations could be provided as part
of the Even Start program At a mnimum this program woul d
appear to provide for participant referral to other Federal
prograns such as WC, DC, di cai d.

The agency is currently preparing a Q & A guidance format
for grantees.

b. Mgrant Education

This program provides formula grants to state educational
agenci es (SAEs) to be used for suplpl ementary education and
support services provided by local educational agencies (LEAs) to
meet the special education needs of mgrant youth. Program funds
- may be used for a wide variety of educational and support
services including health services.®® Gantees nust coordinate
with other federal prograns including Head Start and the M grant
Heal t h Program.®® The Secretary is authorized to enter into
contracts wth SEas to maintain and operate a mgrant student
record system that provides for transter of such records anong
SAEs and LAEs.”” These system is to include academ c, health,
and other education records and nanagenent information on m grant
children that is to be available upon request to states and other
agencies. There is no requirenment, however, that imunization
information be included in this record system

2 20 U.S.C s 2745(b) (1992).
M grant Education Program Policy Manual 1991, p. 81;
2 20 U.S.C. § 2782(a)(2).
5 20 US.C. § 2783(a)(2)(A).
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The program serves mgrant children up to 21 years of age
but focuses on children from 3 to 21 years old.” LEAS may in
certain circunmstances run day care for mgrant children age two
or younger.?

A Departnent of Education spokesperson estimates that
aBprOX|nater 250,000 children are served by this program at
about 10,000 sites, nostly rural schools.

~ There is no data indicating how many children would be
eligible. The absence of this critical data affects program
funding, which is based on nunber of nmigrant children in a state.

The Mgrant Education program has the necessary authority to
address inmunization of mgrant children. It appears that
vaccinations could be provided on-site at mgrant schools for al
children in the famly. Mreover, the record systemis an
I nportant source of health information that could track the
i mmuni zation needs of this highly nobile population. W would
recomrend that the agency guidance be revised to require specific
recording of immunization data and to have the data base
incorporate CDC inmmunization standards into each child's records
so that status could be readily assessed. In addition, the
regul ations should be revised to specifically provide that
program funds may be expended for 1mmunization services either
directly or by contract.

c. FEducation O Individuals Wth D sabilities

_ These four prograns serve sub-groups of children wth
disabilities (Indian children, preschoolers, infants and
toddlers, birth through eight years). The purpose of each
programis to provide grants to states to assist themin neeting
the special educational and devel opnental needs of this
popul ation so as to ensure to the extent possible that these
children receive the full benefits of public education that are
available to their peers. A central feature of these progranms
Is that grantees are required to prepare individual education
pl an (IEé& for eligible children that is takes into account each
child's specific needs. There is no agency guidance addressing
medi cal care needs.

Where the prograns provide for "related services," this term
has been statutorily defined as |nclud|n% "medi cal services,
except that such nedical services shall be for diagnostic and
eval uation purposes only as may be required to assist a child

2 34 CF.R § 201.3(b)(3)(1); 20 U.S.C. s 2781(b).
. 34 CF.R § 201.
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wth a disability to benefit from special education, and include
the early identification and assessment of disabling conditions
in children. " Athough this definition appears to preclude
direct provision of immunization services, "rel ated services"

al so includes "developmental, corrective and other supportive
services"® which clearly could enconpass provision of referra
and health care counseling to parents of these children.

d. Education for Homeless Children and Youth

This program provides grants to states to help ensure that
horel ess children and youth have access to public education by
providing activities for and services to this population that
enable themto enroll in, attend, and achieve success in school
Gantees are specifically authorized to address barriers to
enrol I ment such as inmunization problems.” Record keeping
requirements specifically include inmunization records.®

~ Coordination of and referral to other services available to
this population is also required and specifically nentions health
care services.® |f there are surplus funds, non-homel ess
children and youth may receive program services

20 US.C s 1401(a)(17).

329 |d .
B0 42 U S.C § 11432(e) (1) (G) (ii) (T).
8142 U S.C. § 11432((e)(6).

™ 42 U S.C § 11432(e)(8)(B).
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e. Indian Education .

This Erogram provides formula grants to |ocal educational
agenci es (LEAs) that have enrolled at least 10 Indian children
and schools operated by the Bureau of Indian Affairs (BIA).™
Funds shall be used by grantees to irg)rqve the planning and

devel opnent of programs specifically designed to neet the speci al
educational or culturally related academc needs of Indian
children. The program does not address medical care needs but 90
percent of the grants are awarded to state public schools which
must conply with state health and safetY st andar ds. AIL st at es
requi re I munizations of school age children although the
specific imunization schedules may differ. The BIA- adninistered
school s nust conply with the immnization standards set by the
Indian Health Service (see discussion in Chapter 13). The BIA
recently suggested that the I[HS provisiohs be anended to require
the | to 1nmmunize all students enrolled in BlIA schools.

w 25 USC § 2601 (1992).
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ASSI STANCE FOR EDUCATI ON OF | NDI VI DUALS W TH DISABILITIES

Program nane and statutory Education of Individuals with
citation Disabilities (Individuals wth
Disabilities Education Act,

| DEA)
20 USC § 1400 et_seq.
a. grants to states
0 USC § 1411 et seq.;
b. greschool grants
0 USC § 141 _
C. early education of children
wth disabilities
20 USC § 1423; _
d. infants and toddlers with
disabilities
20 USC § 1471 et seq
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CGeneral program structure

As a condition of receiving
funds for |DEA programs for
children with disabilities
states nust, inter alia
provide for each disabled
child an individualized
education program (1EP),
education and education-
related services specified b
the IEP, and annual review o
the | EP.

a. formula grants to states
(and to Departnent of .
Interior, for use for children
wth disabilities in Indian
reservations), to assist them
in financing conpensatory
education and education-
related services for children
wth disabilities ages 6-17,
children ages 3-5 if a state
serves this age group and

i ndividual s ages 18-21 under
certain circumstances;

b. fornula grants to states,
for services to preschool
children, ages 3-5; .

c. eax'|y education project
grants t0 Sstates to expand and
Improve early intervention and
speci al education, through
research and denmonstrations
and outreach for children wth
disabilities from birth

t hrough age 8.

d. formula grants to devel op
and inplenent prograns of
early intervention services
for "handi capped infants and
toddlers and their famlies

Specific authorizing
provisions related to
| muni zat i ons

No

Aut horized appropriations
| evel Fiscal Year 1992

Such sums as nay be necessary.
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Fiscal 1992 appropriations a. $1.976 billion.
| evel b. $320 million.
c. $25 mllion.
d. $175 million.
Specific authorized funding No -
earmark for 1munizations
Specific appropriations No

earmark for inmmunizations

Adm ni stering agency Ofice of Special Education
Prograns, Dept of Education.
Federal regulations a. 34 CFR s 300.
b. 34 CFR § 301.
c. 34 CFR § 309.1
d. 34 CFR § 303.
Agency quidance No
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PROGRAMS FOR NEGLECTED AND

DELI NQUENT CHI LDREN (CHAPTER I)

Program nane and statutory
citation

Prograns for Neglected or
Del 1 nquent  Chi | dren
20 USC § 2801.

CGeneral program structure

Education grant-in-aid program
authorizing paynents to state
agencies responsible for the
free(fublyc education of
‘children in a) residentia
institutions or diy progr ans
for neglected or delinquent
children (but not children in
foster care) orb) adult
correctional institutions;
paynents are for the costs of
conpensatory educati onal
Brograns in addition to the
asic public education that
provide for these

t he
state nust
children

Specific authorizing

No

provisions related to

chi | dhood i mmuni zati ons

Aut horized appropriations Such sums as nay be necessary.

| evel Fiscal Year 1992

Fi scal 1992 appropriations $36.1 nillion

| evel

Specific authorized funding No

earmark for irmmunizations

Specific appropriations No.

earmark for inmmunizations

Adm ni stering agency Office of Elenmentary and
Secondary Education, Departnent

of Educati on.

Federal regulations

7 CFR Parts 203 & 204.

_Agency gui dance

Yes
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EDUCATION OF CH LDREN WTH DI SABILITIES | N STATE- CPERATED CR
STATE- SUPPORTED SCHOOLS (CHAPTER I)

Program nane and statutory
citation

20 USC § 2791

CGeneral program structure

Education grant-in-aid program
author!2|n? paynents to state
educational agencies for
financing conpensatory prograns
for children; amount ‘of federa
assi stance determned by
miltiplying a state's total

nunber of disabled children by
a percentage of its average
per-pupi|l expenditure for .
education; the total number is

of children from birth through
age 21 who are in state-funded
speci al Bro rans or prograns
for disabled children or
supported by a state agency
responsible for providing them
with free public education or,

for infants and toddlers, early
I ntervention services;
financing is limted to
services supplenmenting basic
speci al education and related
services prograns; see separate
anal ysis of ‘supplenentary
services for infants and
toddlers, which are authorized
separately.

Specific authorizing . No

rovisions relating to child-

ood inmunizations

Aut horized appropriations unspecified |evel

| evel , Fiscal 1992

Fiscal 1992 appropriations $143 nillion

| evel

Specific authorized funding No

earmark for inmmunizations

Specific appropriations No

earmark for inmmunizations
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Adm ni stering agency Ofice of Special Education
Programs, Department of

Educat i on
Federal regulations 34 CFR Part § 302
Agencv aquidance Yes
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EVEN

START

Program nane and statutory
citation

Even Start Famly Literacy
Pr ogr ans
20 USC § 2741 et seq.

CGeneral program structure

Project grants to states or
el igible agencies to assist
meeting the costs of [ocal
instructional progranms for
young children and their
parents, to inprove parental
I nvol vement in the education of
their children, children school
erformance, and parents'
iteracy; eligible
organi zations are school
or other |ocal educational
agencies (LEAs) applying
jointly with a commnity-based
organi zation, a public agency,
a college or university or
other nonprofit organization,
or a comunity-based or other
nonprofit organization applying
joyntly with a LEA to be
eligible, an organization nust
have eligible parents and
children within its
jurisdiction; ellﬁ]ble
I ndividuals are children age 1-
7 living in an elementary-
school attendance areas with
| arge numbers of [owincone
famlies (i.e. areas qualifying
for educationally-deprived
(Chapter |) funding), and
adults eligible for-adult
education

In

boar ds

Specific authorizing No
provisions related to

chil dhood i munizations

Aut hori zed appropriations 100 mlli

| evel Fiscalrgéaﬁ)lggz $ mion
Fiscal 1992 appropriations $70 mllion
| evel

Specific authorized funding No

earmark for immunizations
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Specific appropriations

earmark for inmmunizations

No

Adm ni stering agency

Ofice of Elenmentary and
Secondary Education, Departmnment
of Education

Federal regulations

[ CFR § 212

Agency gui dance

In preparation
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EDUCATI ON FOR HOMELESS CH LDREN AND YQUTH

Program nane and statutory
citation

Education for Honeless Children
and Youth
42 USC § 11431 et seaq.

General program structure

Gant-in-aid program
authorizing payments to states
to finance conpensatory
education for honeless children
and to finance activities to

| ink such children and their
famlies with health, social
and ot her non-educati onal
services for which they are
eligible; anount of grant to a
state is the same proportion of
the total appropriation for
homel ess education as the
state's allocation of Chapter |
funds for educationally

di sadvantaged children.

Specific authorizing
provisions related to
chi |l dhood i mmuni zati ons

State plans are to address: 1)
potential barriers to education
of honel ess children, inc|uding
those caused by inmunization
requirements and 2) maintenance
of honel ess children's school
records, including records of
I mmuni zation. Local education
agencies (LEAS) may use program
funds for costs of obtaining
and transferring records of
honel ess children, including
| muni zation records, that are
required for their enrollnent.
More generally, inmunizations
coul d be financed under
authority for funds to be used
for services enabling homeless
children to attend schools;
state plans and LEAs are to
rovide for referrals of
onel ess children and famlies
to health and other services.

Aut horized appropriations
| evel Fiscal Year 1992

Such sums as nay be necessary.

Fiscal 1992 appropriations
| evel

$25 mllion
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Specific authorized funding
earmark for 1munizations

No,

for

funds for
including [nter alia,

statute earnmarks
"rel ated services"
honel ess children and youth
referral s

however

for medical services which
m ght include imunization.
Specific appropriations No.
earnark for inmunizations
Admi ni stering agency Ofice of El enentary and
Secondary Education, Departnent

of Educati on.

Federal requl ations

No

enc ui dance

Yes
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| NDI AN EDUCATI ON

Program name and statutory
citation

General program structure

| ndi an Educati on
20 USC § 2601 et _seq.

a. Formula grants to boards of
education, other |[ocal

education agenci es and Indian-
controlled schools to meet the

speci al educational and

cultural needs of Indian

chil dren

b. Project grants.
Specific authorizing No

rovi si ons

related to child-

ood 1 mmunizations
Aut horized appropriations a. Such suns as may be
| evel Fiscal Year 1992 necessary; and
b. $35 m 1 on.

Fiscal 1992 appropriations $76.6 mllion.

| evel

Specific authorized funding No

earmark for immunizations

Specific appropriations No

earmark for inmmunizations ]
Adm ni stering agency O fice of El enentary and

Federal regul ations

=of Educat i on.

Secondary Education, Departnent

Agency gui dance

34 CFR § 250.

=l=l

Yes
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M GRANT  EDUCATI ON

Program nane and statutory
citation

M grant Education
20 USC § 2781 et seq.

General program structure

a. FEducation grant-in-aid

[ ogram aut hori zi ng paynents to
state education agencies (SEAs)
to assist in meeting the costs
of educational programs for
children of mgrant workers

b. Programgrants to seEas to

| mprove inter- and intra-state
coordination of education
prograns for mgratory students
by, inter alia, a system for
transfers of student records;;
anount of federal assistance
is a percentage of the full
mgrant education program
appropriation.

Specific authorizing
provisions related to
chil dhood inmuni zations

inplication only; statute
aut hori zes student educational-
records transfer program
school records assuned to
i ncl ude documentation of
student irmmunization status.

Aut horized appropriations

Such sums as may be necessary

| evel Fiscal Year 1992

Fiscal 1992 appropriations $308.3 mllion

| evel

Specific authorized funding No

earmark for immunizations

Specific appropriations No.

earmark for immunizations

Adm ni stering agency Ofice of Elementary and

Secondary Educati on,

_ Depar t ment
of Education

Federal regulations

a. [/ CFR § 201
b. 7 CFR § 205

Agency gqui dance

Yes
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27. Department of labor Proarans

a. Cor

- This program is authorized under Title IV-B of the Job
Training Partnership Act (JTea)** and is designed to provide
| ow-inconme, unenployed youth from 14-21 with a wde range of
services who volunteer to live in a 24 hour residential
environnent for the duration of the program.” The services are
primarily directed toward overcomng the effects of poverty and
assisting these individuals to obtain vocational and enploynent
skills and become responsible citizens. Services, however,
include counseling, health care and other support services.
Agency guidance states that the health staff at residential
centers nust screen students within 14 days of arrival, provide
necessary inmunizations and re-imunizations for the students,
and maintain inmunization records.®® The Job Corp standards for

I muni zation nust adhere to CDC standards and al so be updated
periodically.®

Wiile this program actually requires direct immunization,
the age of this population indicates that nmany nmay have received
many vaccines as a consequence of elenentary or secondary school
entry requirenents. Some, however, may have never been ‘enrolled
in school or attended school wthout the required inmunization.
(Are there program data on immunization status of this
popul ation?). The enphasis upon provision of health care,
particularly vaccines, and broader promotion of life skills could
sensitive this population to the need for irmunization, of
themsel ves and their fanily nenbers. (Are students admitted to
programif they have dependent children?). This program coul d
serve as a nodel for other agencies who w sh to provide direct
| muni zation services to clients.

B 29 USC § 1501 et seq., P. L. No. 97-300, 96 Stat. 1324,
enacted in 1982.

% Some enrollees attend on a daily basis.

336 U.s. Dept. of 1iabor, Enpl oynent and Training
Administration. (November 1991). Job Corp Policy and Requirenents
Handbook, Chapter 6, Health Services, p. 11.

¥ |bid.
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b. Job Trainina Partnershin Act

This program constitutes the largest federal job training
program in the United States. States receives funds to allocate
to local agencies that nanage the enployment training prograns
for economcally disadvantaged adults and youths. _ o
This program is not residential Ity-based, focuses on job training
and does not provide the type of conprehensive service delivery
avail abl e under Job Corp. To the extent that preparation for
enpl oynment woul d include appropriate immunization, program funds
may be available to cover this expense. At a mninum referral
to free imunization programs should be provided. ith Job
CorP_, there is an oppor_tunlt%/ for staff to counsel PW _
participants about the inportance of imunizations and this
population is likely to be at-risk for lack of primary and
preventive health services.
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JOB CORPS

Program nane and statutory
citation

Job Corps (Title IV-B, Job
Training Partnership Act),
29 USC § 1691 et seqg.

Ceneral program structure

Assists economcally
di sadvant aged youths between 14
and 21 obtain educational and

vocational skills training
within an intensive, o
residential settings providing

a variety of supportive
services including health care.

Specific authorizing
provisions related to
childhood immunizations

By implication only.

Authorized appropriations
level Fiscal Year 1992

Such suns as may be necessary.

Fiscal 1992 appropriations
level

$955.1 million

Specific authorized funding No

earmark for immunizations

Specific appropriations No.

earmark for immunizations

Adm ni stering agency No

Federal regulations 20 CFR § 639
Agency gui dance Yes
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JOB TRAINING PARTNERSHI P ACT

Program name and statutory
citation

Job Training Partnership Act
29 USC § 1501 et seq.

General program structure

Allotments to states to provide
job training to economcally

di sadvantaged adults and

yout hs. upportive services
that include health care nmay be
provided to economcally

di sadvantaged farmorkers

Specific authorizing
provisions related to
chi | dhood i muni zati ons

By inplication only.

Aut horized appropriations
| evel Fiscal Year 1992

Such suns as may be necessary

Fiscal 1992 appropriations
| evel

.7 billion

1A $1
1B 628.9 mllion

Specific authorized funding No
earmark for inmunizations
Specific appropriations No

earmark for inmmunizations

Adm ni stering agency

Enpl oynment and Trai ni ng
Adninistration, Departnent of
Labor

Federal regulations

20 CFR Parts 626, 629, 630

| Agency gui dance

Yes
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E. DEMONSTRATI ON CONDUCTED BY TEE UNI TED STATES DEPARTMENT OF
HEALTH AND HUVAN SERVI CES

The United States Departnment of Health and Human Services
funds and administers certain denonstration pro%rans pertaining to
the provision of inmmunization which are denonstration in nature
These denonstrations can be distinguished Iegally from other types
of imunization financing or service delivery efforts in that their
| egal basis for the programis not found in aspecific permanent or
time limted piece of authorizing legislation (e.g., Medicaid_ or
community health centers). Instead, the programs are being carried
out pursuant to a general Congressional grant of research and
denonstration authority to the Department. Using this authority, a
particul ar HHS agency designs a denmonstration project which lasts
for a fixed termof years and mhose.fqndln? I's included in
subsequent annual Congressional appropriations 1egislation.

Federal agencies conduct denonstrations for several reasons.
In sone cases the inpetus may be the desire to furnish services in
addition to (or in a nodified version of) services and/or benefits
which ordinarily are available to patients under existin
authorities. In other cases, an agency may wsh to test a new an
previously untried approach to health services delivery or limt or
modi fy benefits otherw se available to recipients of federa
assi stance.

- To be consistent with the grant of denonstration authority on
which they are based, these efforts are conceived, designed,
i mpl enented, and evaluated as formal research projects. In other
words, the l[egal authority which gives rise to these initiatives is
predicated on the notion that they will (a) test new ideas and new
approaches and (b) incorporate evaluation techniques that permt
policy makers to glean inportant and new information for the
purpose of future legislative efforts. Potentially valuable
Information regarding both positive and negative approaches toward
i muni zing Arericans thus can be obtained from imunization
demonstration prograns.

. The denonstration prograns reviewed in this section all
i nvol ve projects which nmerit close analysis by federal policy
makers concerned with access to immunization. FEach tests (either
directly or by inplication) new approaches to the desu?n of
| muni zation financing and delivery to both children and adults.
The projects are:

o an infant nortality reduction initiative known as
Heal thy Start;

o a pediatric AIDS service denonstration;

o a rural health outreach initiative;
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0 an initiative to serve residents of the Pacific Basin;

0 a CDC denobnstration to inprove the immunization status
of WC and AFDC beneficiaries;

o a denonstration testing the effects of financial
sagctl ons on the imunization status of aArbc children;
an

o a denonstration to test the effectiveness of broader
coverage of vaccines for Medicare beneficiaries.

The first five denonstrations are being carried out under the
denonstration authority of the United States Public Health
Service.®® The AFDC initiative is being carried out by the
Adm nistration on Children and Fam|lies pursuant to a grant of
demonstration authority to the Secretary under the Social Security
Act.™ The Medicare denonstration is a Congressionally nandat ed
study being carried out by the Health Care " Financing
Adm ni stration.

28. HEALTHY START

Healthy Start was initiated by the Department in 1991 and was
funded in Fiscal 1992 at $65 nillion. * Continuation funding for
Fiscal 1993 is anticipated. Healthy Start is admnistered by the

Heal th Resources and Services Adm nistration (HRSA) within the
Public Health Service.

3§ 301 of the Public Health Service Act. 42 USC § 241.
ne § 1115 of the Social Security Act.

WA notice of the new dermonstration was published in the
Federal Register on April 17, 1991 (56 Fed. Reg. 15796?. For
Fiscal 1991 $25 million in funding was made available. 1t was
anticipated that $171 mllion would be appropriated for Fiscal
1992. However, in order to appropriate funding at this level, the
President sought reductions in funding for other prograns ainmed at
reducing infant nortality, including the Community and M grant
Health Centers prograns and the Title V Maternal and Child Health
Services Block Gant. These proposed reductions were not enacted..

but.t.adtdjtional funds were appropriated to continue the President’s
initiative.
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There are no programs;:ecific regulations for Healthy Start.
However, program gui dance* states that the purpose  of the
demonstration 1s to "devel op new and innovative neans of delivering
services to neet the needs of pregnant women and infants" in order
to reduce infant deaths in very high nortality areas.

Because of the inpact 'of inadequate inmmunization on infant
mortality and norbidity, the Departnent anticipates that access to
I mmuni zations and other forns of primary health.care, will be an
integral feature of the denobnstration sites.*

HRSA expects t hat Healt.h)(] Start funds will be used to pronote
access to health services without paying for them directly, except
in highly unusual circunstances. A central assunption of the
programis that within communities there potentially exist adequate
resources to reduce infant nortality and that these resources can
achi eve inproved outconme through better planning, integrated
service design, and innovative service delivery arrangenents. Thus,
sites are expected to utilize existing resources, such Medicaid,
Title V, comunity health centers and other progr ans that pay for
or furnish inmunizations and other services,™ rather than pay for
| muni zation services d|r_ectlly with their denonstration funding.
Indeed, total demonstration funding levels for the 15 sites --
approximately $3 mllion per site -- are too nmodest to pernit the
use of Healthy Start nonies for any significant amount of direct
service delivery.

G ven the fact that inproved access to imunizations is a goal
of the denonstration, a key conponent of the evaluation should be
an analysis of the extent to which the denonstration affects
infants'  irmunization status. Wthin the evaluation, separate
analyses will be needed, given the initiative's hypotheses. Sone
of the nost inportant are:

¥ 56 Fed. Reg., op. cit. at p. 15797.

2 Quidance issued on My 6, 1991, tgl the Health Resources
and Services Admnistration specifically identifies imunizations
as a denonstration service. In all, fifteen urban and rural
communities were chosen as demonstration sites in the fall of 1991.
They are located in Washington, D.C., Baltimore, Maryland, Boston,
Massachusetts, New York Gty, Ceveland, Chio, Detroit, M chigan,
Gary, Indiana, New Oleans, Louisiana, the North Plains Indian
Community in South Dakota, lowa and Nebraska, Cakland, California,
t he Pee Dee Region of eastern South Carolina, Philadelphia,
Pennsyl vania, Pittsburgh, Pennsylvania, and Birmngham Al abama.

33 Unpublished @Quidance for the Healthy Start Program Health
Resources and Services Adm nistration, My, 6, 1991, at p. 3.
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o an analysis of the types of immunization barriers that
were identified by applicants/grantees during the
planning and service delivery phases of the project;

o an analysis of the extent to which nodifications i
financing and service delivery were nade in order t

renove or |essen barriers; an evaluation of whether, |
fact, inmunizations resources provided to be sufficient;

n
0
n

o an evaluation of the types of problens that arose as
?rantees attenpted to better integrate programs payin

or and furnishing i munizations and identification o
continued deficiencies in prograns, if any;

o an analysis of the immnization outreach techniques
which proved nost effective; and

0 an analysis of the degree to which changes in
| muni zation utilization patterns were observed, andthe
infant health outconmes achieved.

29. PACIFI C BASIN rEarTs SERVI CES | NI TI ATI VE

~ The Pacific Basin Health Services initiative is a small
project to test nore effective nmeans for delivering health care,
particularly primary health services, to the remote U S. island
popul ations in the Pacific. No specific inmunization standards are
contained in the Basin Initiative. Since the initiative is
adm ni stered by HRSA, which oversees several service delivery
demonstrations, it probably is safe to assune that HRSA aﬁplles_the
sanme program expectations that pertain to simlar health services
activities. However, nmajor questions arising fromthis initiative
are whether the popul ations to be aided have special imunization
needs, whether their |anguage, culture and extrene isolation create
any special imunization barriers, and what approaches have proven
most effective in renoving these special barriers.

30, RURAL HEALTH OUTREACH

The Rural Health outreach initiative has been under way since
1990. For Fiscal 1992, funding levels are set at $20 nmllion, and
there are approxi mately 50 funded sites. As with Healthy Start,
Rural Health outreach is a PHS denonstration program and is
adm nistered by HRSA. The guidance for the Initiative does not set
forth any specific imunization practice guidelines. It is assuned
that general HRSA policies for other progranms furnishing
| muni zation services apply.
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The purpose of the programis to test new approaches to
delivering conprehensive primary health services in rural areas of
the country. Key issues in the evaluation of Rural Health outreach
will be the specific imunization needs of rural residents, the
types of problenms which arise in the delivery of immunization
services under rural conditions, and service delivery nodels that
are particularly effective.

31. PEDIATRC AIDS HEALTH CARE DEMONSTRATI ONS

The pediatric AIDS denonstrations were initiated by the
Department in 1988. In Fiscal Year 1992 the denonstration received
$19.7 mllion in federal funding.* The program is adninistered by
the Bureau of Maternal and Child Health within HRSA.  The target
Pop_ul ations are children, youth, wonmen of childbearing age and
. tfamlies affected by the HV infection.*

“As with the Healthy Start and Rural Qutreach denonstrations,
funding levels for the pediatric AIDS denonstrations are nodest.
Thus, the purpose of the denonstration is to test efficient means
of coordinating existing resources for children, youth and others
wth HV. O particular inportance, according to 1992 funding
guidelines, are projects that coordinate funds available for
ediatric AIDS through Medicaid, the Title V Maternal and Child

alth Services Block Gant, Title XXVI of the Public Health
Service Act (the Ryan Wiite CARE Act) and federal funding for
hermophilia treatnent.

Two of the principal service objectives of the denmonstration
are to inprove access to preventive services in order to limt the
spread of AIDS and increase access to conprehensive anbul atory care
for patients with HV. [|nmmunizations for both infants and children
and wonen of chlldbearlnqh age are thus potentially key features of
the preventive side of the denonstration.

_ The dempnstration guidance does not set forth specific
i muni zation expectations for denmpnstration grantees.  However,

given the inportance of preventing jllness to the |ong-term
survival of AIDS patients, an evaluation of the immunization status
of patients wll be inportant. The denonstration provides
potentially inportant information on effective techniques for

serving high-risk patients and the adequacy of immunization funding
and service delivery levels for high risk patient populations.

W p . 102-170 (1992).
57 Fed. Reg. 9132 (March 16, 1992).
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32. CDC WC and AFDC DEMONSTRATI ONS

Under its denonstration authority, the Centers for Disease
Control is presently conducting two denonstrations in Chi cago,
I1linois and Dallas, Texas, to test neans of inproving the
I mruni zation status of WC beneficiaries and of using WC nore
effectively to deliver imunization services. The CDC is also
testing methods for nore effectively reaching AFDC recipients wth
denonstration sites in New Jersey and Al abama.

Nei t her denonstration involves a reduction in benefits. The
WC denonstration provides recipients with food vouchers for
periods of two and three months if they can denonstrate that their
children are up-to-date on their inmunization status. Normally
vouchers are dispensed on a nonthly basis only.

~In the New Jersey AFDC denonstration, a public health nurse is
stationed at a local welfare agency in order to be able to
i muni ze children on the spot. The objective of the project, in the
words of a CDC official, is to place additional inmmunization
capacity in the nost underserved comunities and to test the
results of doing so. The project is designed so that famlies
virtually cannot |eave w thout having their children checked.

The Al abama denonstration will entail stationing inmunization
"trackers" in welfare offices in three counties, in health
departments in two counties, and nowhere in one control county.
The goal of the ﬁrOj ect is to determ ne whether it is nore
effective to check on imunization status in welfare offices,
health departments or not at all.

33. IMMUNIZATION DEMONSTRATI ON | NVOLVI NG REDUCTI ON | N AFDC
BENEFI TS

In 1992, the Secretary approved an application for
denonstration authority to test "a sanctions approach to inprove the
i muni zation status of children in AFDC households. . The
denonstration is overseen at the federal level by the Ofice of
Fam |y Assistance within the HHS Admnistration for Children and
Famlies and is being carried out under the Social Security Act's
general denonstration authority.

Rad Section 1115 of the Act, 42 USC S 1315 (1992). Ti\is
provision permts the Secretary to waive otherw se applicable
requirenments of Social Security Act state grant in aid prograns
él ncluding AFDC, Medicaid, and other prograns) to conduct
enonstrations that further the objectives of the Act. See
g/gn_era_lly, S. Rosenbaum "Mthers and Children Last: The Oregon
di caid Experinent» Anerican Journal of Law and Medicine (Summer,

1992) .

Generally, the Social Security Act prohibits states from
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As a sanctions project, this denonstration is virtually the nirror
imge of the CDC projects. Thus, it is inportant that the CDC and
oFa denonstrations be evaluated in tandem

The denmonstration authorizes the State of Miryland to inpose
otherwise inpermssible fiscal sanctions on AFDC famlies in the
form of reduced assistance grants. These sanctions are to be
imposed if family menbers fail to nmeet certain specified
requirenents pertaining to education and training, school
attendance and the use of preventive health services. ©One of the
preventive health services whose utilization is to be nonitored
urrllldleé the denonstration is imunizations for preschool age
chi [ dren.

Under the terms of the demonstration, (which was been given an
approved starting date of July, 1992, and is to be continued for
five years) the Maryland AFDC agency is permtted to wthhold
$25.00 per nonth per child for every pre-school child who does not
meet the mnimum standards for the Medi cai d EPSDT program
including being up-to-date on EPSDT immunization services.*
Thus, a mother with two preschool age children, who is now entitled
$396. 00 per nonth can be sanctioned up to $50. 00 per nonth
(apﬁroxl mately a 12 percent reduction in AFDC paynent |evels) if
both children cannot show up-to-date inmunizationh records. The
objective of the Social Security Act which this aspect of the
demonstration seeks to achieve is greater utilization of Medicaid
EPSDT servi ces.

i mposing conditions of eligibility on beneficiaries other than
those specifically permtted under federal [aw or to sanction
beneficiaries for acts or omssions not recognized under federal
law. Thus, since federal AFDC | aw current Idy does not |ink
| mruni zation status to the receipt of AFDC,_in order for a state to
require imunization as a condition of eligibility for AFDC or to
sanction recipients for not being immnized, denonstration
authority is required. . . .

Once denonstration authority is granted under Section 1115, a
state continues to receive federal assistance as if it were in
normal conpliance with the terns of the Social Security Act.
Through Section 1115, a w de range of state AFDC and Medi caid
denonstrations have been conducted-over the past 30 years without
Congressional nodification of generally applicable federal
provisions of |aw

¥ Al AFDC recipients are entitled to nedicaid. A nandatory
Medicaid services for all children under age 21 is Early and
Periodic Screening Diagnosis and Treatnent = (EPSDT), which is
di scussed nore fully in Chapter 6. One EPSDT service is nedically
necessary immunization services.
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_ In evaluating the results of the denonstration, a central

i ssue is whether the threat of significant financial sanctions
| eads to greater use of preventive health services among |ow jnconme
patients. ~ However, the state's Miy, 1992, application contains no
specific information regarding the basis for the state's hypothesis
that the use of sanctions can result in health utilization changes.

Nei ther does the application contain information regarding the
availability of immunization and preventive health services for
Medi cai d beneficiaries in the denonstration areas.*®

Finally, the application contains no information evaluating
the capacity of beneficiaries to use those services that are
avai | abl e. %

~ The application does note that 57 percent of children who are
entitled to EPSDT services do not use them Presumably, additional
information regarding the reasons for children's non-use of EPSDT
services Wil be included in the formal evaluation nethodol ogy,
This methodol ogy had not been submtted at the tinme the application
was approved; 1ts subm ssion was required within 60 days of the
approval date.

In short, the lack of information about the outcones of past
and simlar inmmunization or preventive health research efforts
indicates that Mryland denonstration nay test a novel hypothesis
regarding how barriers to children's immnization services can be
reduced, at least in the case of children living in househol ds
receiving direct need-based governnent assistance under AFDC. The
progranis evaluation design and results are of potentially najor
Inportance to future federal imunization policy.®® Moreover,
because the sanction inposed in this instance is a relatively

¥ Presumably Maryland's Medicaid beneficiaries' face health
care barriers not dissimlar to those that have been identified for
Medi caid beneficiaries nationally in numerous studies. See,
general |y, Physician Payment Review Commi ssion, Report to Conaress.
1992 (Washington, D.C)

¥ Studies on use of preventive health services anong Medicaid
children indicate that Madicaid-enrolled children are as likely as
privately insured children to nake use of preventive health
services. See, e.g., Rosenbach, Margo, and St. Peter, et al.
Thus, to the extent that Medicaid enrolled children are not using
| muni zation services, the accessibility and availability of the
service itself may be as great a factor (or even a greater one)
than the wllingness of beneficiaries to use the services.

3% Indeed, the Bush Adnministration, prior to its approval of
the Mryland denonstration, had indicated an interest in testing
the relationship between childhood inmmunization status and
financial sanctions on AFDC famli es.
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si zable reduction in subsistence income, it is extremely inportant
that the eval uation test the positive outcomes of the denonstration
against its potentially adverse consequences.*

34. MEDI CARE PREVENTI VE HEALTH DEMONSTRATI ON

As part of the Consolidated Omibus Budget Reconciliation Act

of 1985 (coBra)*? Congress instructed the Secretary to undertake

reventive  health = services demonstrations ~ for  Medicare

eneficiaries. The statute expressly defines imunizations as one

of the preventive services under the denmonstration. The

denonstrations are to be four years in length and nust be carried
out in at least five sites.

The 1987 demonstration provisions represent a continuation of
an earlier admnistrative demonstration of the effectiveness of
preventive health services that Was instituted by the Department in
1983.% Wth the exception of hepatitis B and pneunopcoccal
pneunonia inmunization, Medicare currently does not cover
| muni zation services.

~ The Health Care Financing Adm nistration oversees both
Medi care and the Medicare denonstrations. The agency has indicated
that evidence of the cost effectiveness of both imunizations and
other preventive services for older and disabled aduits® is based
on expert opinion fromsuch groups as the CDC Advisory Conmttee on
| muni zation Practices rather than on scientific evidence. Thus,
the results of the earlier denonstration apparently have not vyet
| ed the agency to recomend full immunization coverage under
Medi caid for other recomended i nmmunizations for ol der persons.

~ ®  The application does not indicate that beneficiaries can
avoid the sanctions through a showi ng that services were sought but
not available or that [oss of funds would |ead to harnful
consequences, such as the loss of a hone or the denial of other
essential subsistence needs. Presumably these consequences w |l be
explored during the evaluation process, particularly since , as
with all HHS funded experinents involving human subjects, the
Maryl and 1115 denonstration nust adhere to certain mninum
standards. See "Mothers and children", Op. Cit.

%2 § 9314, P.L. 99-272 (1986).
¥ 52 Fed. Reg. 20147 (May 29, 1987).

%4 Several hundred children are entitled to Medicare because
th%y have end stage renal disease. These children receive the sane
Medi care benefits as other beneficiaries. Thus, they are not
entitled to imunizations of proven effectiveness for children. It
s unclear whether any of the denonstrations under COBRA involve
ESRD chi |l dren.
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HCFA intends to collect data on both short-term and | ong-term cost
savings to the program as well as changes in service utilization
patterns.

COBRA denonstration grants have been awarded to five schools
of public health, including Johns Fka|ns.Un|verS|ty, San []eﬂo
State University, the Lh|ver3|t¥ of California at Los Angeles, the
University of Pittsburgh, and the University of Washington.®®
Each denonstrations involves an experinental groups of Medicare
beneficiaries which is offered a special package of Medicare
preventive services, as well as a control group which is not.
Services were furnished to the experimental groups from May, 1989
through April, 1991. An interimreport is due to Congress in 1993
with a final report in 1995.

To the extent that HCFA is correct in assumng that past
studies of immunization do not yet forma sufficiently solid
scientific basis for financing all recomended vaccine services for
ol der and disabled adults, the results of this demonstration are
highly inportant. To the extent that the basis for concluding that
such services are effective and cost efficient exist, the
demonstrations are nonetheless highly inportant for determ ning
whet her anmendnents to Medicare constitute the nost effective means
for assuring access to inmunization services. For exanple, if
Medi care beneficiaries in the experimental group encounter
difficulties 1in obtaining service inmunization Sé}VICBS from
providers, it may be that other forns of paying for inmunizations
for beneficiarieS (e.g., through direct grants to |ocal health
agencies and agencies on aging) my be nore effective.

%5 |Information from the Health Care Financing Admnistration,
July, 1992.
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